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NEAR functional comparison is 
with the school psychologist. The 
functions of the school psychologist are 
rather more circumscribed, that is to 
say, more definite, than for the hospital 
psychologist. Requirements are, rel- 
atively, more concerned with service 
than with research. Hospital positions 
are accordingly more variable. The least 
desirable are probably less desirable and 
the most desirable more desirable, than 
is the case with the school psychologist. 
The school psychologist is likely to be 
more on his own resources, have more 
independence in his professional func- 
tions than any psychologist in a hospi- 
tal, an institution by definition under 
medical control. The physician may, 
and often does, rely heavily on the psy- 
chologist in his case management but 
the responsibility is the physician’s. In 
the school the psychologist is more of 
“the doctor.” Actually, a Ph.D. require- 
ment is less relevant to the school situa- 
tion than to the hospital. If schools in- 


1 The masculine pronoun is used 
conventionally and may denote either sex. 


sisted on it, they would exclude too many 
persons entirely qualified for their func- 
tions; might indeed open the way to 
persons less qualified, through research 
complexes interfering with the desired 
service interests. In the school setup, 
the psychologist’s responsibility and au- 
thority are fairly co-ordinated. In a 
hospital, the psychologist might actually 
have a good deal more authority than 
administrative responsibility. In the 
school situation, the psychologist nor- 
mally “lives out.” In the hospital situ- 
ation, he frequently “lives in”; hence, 
somewhat special demands on social 
adaptability. The better chances for 
advancement along administrative lines 
are clearly in the educational setting. 
The better chances for advancement 
through research are probably with 
the hospital; there are, on the whole, 
better opportunities to become known 
for one’s research, and for teach- 
ing connections with universities; the 
intellectual stimulus of the close medi- 
cal contacts is also distinctively valu- 
able [3]. 
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These are relationships of normal 
civilian life. Under present conditions 
a special importance attaches to the de- 
partures from them which characterize 
the military hospital. It was an old say- 
ing that in a general hospital the patient 
had to mind the nurse; in a mental hos- 
pital the nurse had to please the patient. 
So, in a civilian hospital the focus is on 
the patient; in a military hospital it is 
on the cause he serves. This, as well as 
the more exacting environment to which 
all parties must adjust, underlies the 
special characteristics of the military 
hospital. All is greatly subordinated to 
“service” ; both patient and psychologist 
are relatively instrumental to that serv- 
ice. Research opportunities are unsur- 
passable when not inhibited by emer- 
gency conditions [9]. 

Something of its history is always de- 
sirable for understanding a topic like 
the present [10, 3]. During the past 
half century the term, psychologist, has 
undergone marked semantic fluctuation. 
At the beginning of this period, the term 
was closely tied to philosophy and 
shared something of its reputability. In 
the opening pages of The Time Machine 
(H. G. Wells, 1895) the psychologist is 
accorded rather special intellectual and 
social prestige and all but begins his 
conversation with an allusion to Im- 
manuel Kant [13]. The growth of ex- 
perimental methods gradually effected 
the separation from philosophy; and 
this growing pragmatic contact prob- 
ably involved some sacrifice of the form- 
er source of prestige. In this country at 
least, a still greater change came with 
the spread of the new “intelligence” 
tests and techniques. Here it seems to 
have been attempted to transfer to these 
new procedures something of the pres- 
tige of experimental psychology, by ap- 
plying the term, psychologist, to those 
who had learned in some sort to per- 
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form them. A result was that the des- 
ignation, psychologist, underwent a de- 
valuation from which, despite valiant 
efforts, it has not recovered.? Service 
procedures are in principle less reput- 
able than those of research; but more 
especially, to give and score these tests 
by rule could actually be taught without 
undue difficulty to a bright high-school 
graduate. It was a notable tribute to 
the clarity and simplicity with which 
the instructional material had been for- 
mulated, when I witnessed a satisfactory 
performance of this kind by an indi- 
vidual whose own mental-age score for 
the test series in question was, on trial, 
less than fifteen years. Nor have I wit- 
nessed a better administration of “Ar- 
my” Alpha than by an eighteen-dollar- 
a-week clerk without technical back- 
ground (own score in the 140s). Of 
course she had been shown how, but she 
did it better than she had been shown. 

There was.another influence from a 
very different direction. The term, 
psychologist, was often used by persons 
announcing themselves as specially qual- 
ified to effect in their clients desirable 
personality changes of various sorts. In 
our own group these were deprecating- 
ly known as “billboard” psychologists. 
The promotional methods employed 
could not be expected to affect favorably 
the prestige of this occupational term 
among the intelligentsia. Chapter 16 of 
Elmer Gantry subjects them to a lit- 
erary satire [4]. This influence was 
most prominent in the twenties, and at 
this time the occupational prestige of 


2In 1936 a composite poll reported b: G. W. 
Hartmann ranked the social prestige of ‘he fol- 
lowing occupations (among twenty-uve all 
told) in this order, ranging from tions of 
re Se gems gene Ahem ogg 

ogist, gyneoco: ’ 
tered nurse meats og roentgenol psy- 
chologist. The ordinal positions of o- 
gist” in the three voti grow s concerned 
were respectively 9th, 14th, fo). ; 














the term, psychologist, was perhaps at 
its lowest ebb. Official scrutiny of an 
income tax return of the writer’s dur- 
ing this period elicited the comment, 
“Huh! Better give some more lectures 
next year.” 

Some of us are old enough to recall a 
time when the term, “machine-made,” 
was one of derogation; when machine 
tools were still so undeveloped that hand- 
made things were typically the more 
efficient. In most dealings with things, 
handmade and, frequently homemade 
would now rather denote inferiority for 
use. In psychological techniques we are 
still in the handmade era and where the 
individual as a whole is concerned, the 
rapid growth of mechanical devices has 
not, as Kuhlmann pointed out in one of 
his last utterances, brought a corre- 
sponding progress in psychological in- 
sights. Thus the concept of a “battery” 
of test procedures well adapted to indus- 
trial situations may arouse an a priori 
distrust in the clinically minded. Such 
“batteries” are justified to this extent: 
An expert will often do his best work 
with tools to which he is accustomed. 
Thus a reasonably relevant series of pro- 
cedures, used customarily, acquires in 
the mind of the user a subjective stand- 
ardization that makes it in his hands a 
more valuable instrument than some- 
thing newer or more specifically devel- 
oped. If one has made five hundred ex- 
aminations with the 1916 Binet and 
twenty with the 1937, one should rely 
more on judgment as based on responses 
to the older series. The test battery is 
clinically justified less because of vir- 
tues inherent in its content, than be- 
cause it fosters a systematized experi- 
ence in the examiner [1]. The prefer- 
able scheme is to command a few meth- 
ods relevant to almost any type of case 
—Rorschach procedures for example— 
for a sort of minimal schedule, and then 
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to have available as large a number as 
practicable of the procedures relevant 
to the problems likely to be encountered ; 
with high eclecticism [14]. In normal 
adolescence such a minimal schedule 
may be quite extensive [3], dealing 
with aptitudes as well as general func- 
tional levels. In mental or somatic dis- 
ease, where reactive capacities are often 
limited and many measures are clini- 
cally irrelevant, the scope of the sched- 
ule is restricted. 

A more insidious difficulty with bat- 
teries and schedules is that they tend 
to focus on method rather than problem. 
The “press” to do this is great enough 
in any case. The lack of medical educa- 
tion in respect to what psychological 
methods can be expected to do, reacts 
by making it not altogether easy for the 
psychologist to get from the medical 
man a clear idea of what he wants the 
psychologist to find out for him [1]. 
Faute de mieux the psychologist may 
go into the records, make his own esti- 
mate of what the problem is, and deal 
with it the best he can; but that is not 
the way to get the liaison between the 
two disciplines upon which the best 
functioning of either depends. Except 
for his own research, the psychologist 
should hardly spend time with cases 
whose psychological implications he can- 
not make intelligible to the physician 
[5]. And the psychiatrist who does not 
understand the distinctive contributions 
that mental measurement makes to his 
work has a regrettable gap in his pro- 
fessional training. 

The psychologist in today’s hospital 
is expected in the first instance to know 
tests, and how they may be used in the 
hospital problems [11]. As the authors 
later point out, these are the broadest 
of any institutional requirements [7, 14, 
1, 8]. On the one hand, they cover the 
range of mental and somatic disease in- 
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cluding problems of rehabilitation as 
well as clinical status praesens. On the 
other hand, they include problems with- 
out pathological reference, comparable 
to those of personnel administration in 
any considerable business establishment. 
In a large institution, either of these 
phases offers ample challenge to the ex- 
isting techniques on a service basis. The 
challenge to research is probably more 
on the clinical side. 

The problem of these techniques in 
relation to medicine is far from solu- 
tion. There is no general pattern into 
which this relationship falls, as would 
be the case with medical sciences prop- 
er. The conditions most favorable to the 
psychologist are (1) where neuropsy- 
chiatry is very highly developed and 
thus able to make the best use of what 
the specialist in the nonmedical tech- 
niques can offer, (2) where, owing to a 
comparatively late development of neu- 
ropsychiatry, the greater flexibility of 
the nonmedical approaches have given 
them something of a start in the field, 
at least where somatic disease is not 
clearly involved. The least favorable 
conditions are those of an entrenched 
conservation in medical tradition [11]. 
The “psychologist” is there because 
called for by fashion or statute, but 
without much administrative concern 
as to how to use him. It may be an- 
swered that the psychologist with prop- 
erly dynamic qualities can develop this 
concern and so he can—if he finds no 
better place in which to do it. 

Two distinct organizations exist in 
which “psychological” work in hospitals 
is done [8]. One is essentially that of 
the technician, with functions limited to 
carrying out requests by therapeutic 
agencies for test information of various 
sorts. Hospital authorities have them- 
selves not been wholly ready to accept 
such a devaluation of the “psychologist” 
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and have endeavored to meet it with a 
less honorific designation of psychome- 
trist. The ensuing conflict of usage 
about psychometrics, between two some- 
what different levels of reputability in 
the profession, is still unresolved [11]. 

The other organization of psychologi- 
cal work connotes a much more active 
participation in therapy [8, 3, 5, 7]. 
The co-ordination of these efforts with 
those of medicine is problematical; 
while it is evidently envisaged as some- 
thing at least more reputable than a re- 
striction to testing, care must be taken 
that it works out administratively at a 
status reasonably comparable to that of 
medical authority, as would, for ex- 
ample, be that of a medical X-ray spe- 
cialist [5]. It is difficult to see how this 
is to be done, and the writer knows per- 
sonally no case in which it has been 
done, without active participation and 
even leadership in research; the role of 
which has not Leen emphasized in the 
following presentations. 

Where the organization is at a tech- 
nician level, the hospital situation may 
be disadvantageous all round. It may be 
in such cases that there is no one in the 
institution who has so good an under- 
standing of psychological methods as 
the technician or indeed is in any posi- 
tion adequately to comprehend them. 
The partially trained worker can then 
but: imperfectly utilize the opportunities 
for his own further training, or make 
his work properly effective in the serv- 
ice of the institution. Nor is everyone 
motivated to do first-rate work if sec- 
ond-rate work is equally esteemed. 

From the hospital standpoint, the im- 
mediate corollary is that if there is to 
be only one “psychologist,” to have only 
such as are equipped to do more than 
routine work, who have already shown 
intention as well as aptitude for re- 
search, and who will do more than rcu- 
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tine work without external stimulation. 
Naturally these considerations apply to 
any psychological staff; but not so 
greatly, since they can be more of a 
stimulus to, and check upon, each other. 

This is the rationale of the American 
Association for Applied Psychology’s 
policy of insistence on the doctorate; an 
attempt, as it were, to peg the value of 
“psychologist” status at a point signify- 
ing aptitude for research. Under a more 
rigorous system of higher education this 
could be effective, but it has grave limi- 
tations under the varied standards 
through which the doctorate may be ob- 
tained. Moreover, particularly in hospi- 
tal practice, a talented individual may 
obtain through field experience a degree 
of training and stimulation wholly the 
equivalent of a good doctorate, and such 
cases are continually compromising a 
fixed policy on this point, however jus- 
tified in principle. 

The orientation of the succeeding con- 
tributions is naturally “how can the psy- 
chologist best contribute to the work of 
a hospital?” Suppose one shifts the 
point of view a little and asks, how can 
psychology best contribute to the work 
of a hospital? It does not always or 
necessarily do so through the agency of 
a psychologist as here understood. Ad- 
vances of the order of the Rorschach 
method seem to come just as well out of 
psychological interest built into medical 
training as out of medical interests built 
into psychological training [11]—at least 
the type of psychological training that 
is available in this country. It is easier 
for the interested psychiatrist to mas- 
ter the clinical work of the psychologist 
than for the psychologist to undertake 
the medical specialty. When he does, 
the result seems to be either (1) the 
psychologist becomes a physician, or 
(2) his already established research in- 
terests and abilities are substantially 
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unaffected. The outstanding hospital 
psychologists in the country are persons 
whose training and close medical con- 
tacts have given them the substantial 
equivalent of the relevant medical edu- 
cation ; they are also predominantly dis- 
tinguished for their research. 

It is further pertinent to think of 
how the hospital can contribute to psy- 
chology, and this is another legitimate 
concern of the psychologist in a hospi- 
tail. One of the greatest opportunities 
is in teaching [11, 3, 14]. Technical po- 
tentialities were well illustrated in the 
adult intelligence work of Weisenburg, 
Roe and McBride [12]. In previous 
time of peace the general hospital—as 
distinct from the psychiatric—afforded 
by far the best, almost the only, insti- 
tutional avenue of approach to the dis- 
tribution of normal capacities in a con- 
siderable range of mental functions. 
The same conditions give a very suit- 
able proving ground for methodological 
advances. Another level of inquiry deals 
with co-ordinating the experimental ap- 
proach proper, with physiological or 
psychodynamic trends. This work needs 
the experimental psychologist rather 
than the hospital psychologist as ordi- 
narily conceived “nd described; nor is 
the hospital setting altogether essential 
to carrying it on. A third level of in- 
quiry concerns psychodynamics as such; 
but this again does not mix well with 
psychometric interests. Also, these last 
are, or should be, a primary concern of 
the medical staff, and the psychologist 
is likely to find a more satisfactory 
scope for this interest in settings which 
are not medically dominated. 

If, therefore, a hospital desires to at- 
tract, more than very temporarily, psy- 
chologists who desire to advance in their 
profession, there are certain things it 
must do. It must know how to make 
intelligent demands on the psychologist, 
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or get a psychologist who will teach it 
to do so. It must make demands which 
carry him outside the range of stand- 
ardized procedures, and which cal! for 
a research orientation. The best men 
will make these demands on themselves 
—for a time—but unless a research ori- 
entation is demanded by the environ- 
ment, it is likely to diminish their re- 
spect for the job, and if they stay with 
it, ultimately for themselves (the “‘need 
to be needed”). There must be no 
invidious distinction between psycho- 
logical and medical personne]l—the per- 
sonnel being such as does not invite the 
distinction. It must offer the best fea- 
sible opportunities for university teach- 
ing [11]. These are essential to the 
proper training of future psychologists, 
in remedying the gaps in medical] un- 
derstanding of the psychologist’s func- 
tions, and supplying the student of psy- 
chiatry with methods useful to his own 
work. There must be due implementa- 
tion of these attitudes in terms of psy- 
sical conditions, technical equipment 
and assistance. 
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WORK OF THE PSYCHOLOGIST IN A PSYCHIATRIC 
UNIT FOR CHILDREN 


By ELAINE F. KINDER, Pu.D. 
ROCKLAND STATE HOSPITAL, ORANGEBURG, NEW YORK 


HE Children’s Unit of Rockland 
State Hospital of the New York 
State Department of Mental Hygiene, 
the first unit of its kind in the country, 
was opened to receive patients May 25, 
1936. Those chiefly responsible for this 
undertaking were Dr. William C. Gar- 
vin, the late Dr. Mortimer Raynor, Dr. 
Frederick Parsons, then Commissioner 
of Mental Hygiene, and Dr. Russell 
Blaisdell, director of Rockland State 
Hospital, and formerly assistant super- 
intendent at King’s Park Hospital. To 
appreciate the progressive character of 
such a development, it must be seen in 
its historical perspective. 


HISTORICAL REVIEW 


As recently as a quarter of a century 
ago, a plan for a children’s unit in a 
psychiatric hospital would have been 
considered by many to be quite fantas- 
tic. At that time the term “insane asy- 
lum” and the characteristics of such an 
institution were much better known 
than the term “hospital for mental dis- 
eases” which, with all its implications, 
was an innovation. Child guidance clin- 
ics, psychiatric social work, the mental 
hygiene movement, psychoanalysis, and 
clinical psychology were all new devel- 
opments, hailed with mingled enthusi- 
asm and misgivings. 

Even then, however, juveniles were 
being committed for state care because 
of mental disorders. As early as 1904 
admissions to state hospitals in the 


United States of patients between the 
ages of ten and fourteen years num- 
bered 173, and by 1922 the first admis- 
sions for this age group numbered 453 
[4, 5]. Interest in children’s problems 
was on the increase and stemmed from 
many sources. There was a beginning 
recognition that childhood disturbances 
might have etiological significance for 
adult disorders. Growing emphasis up- 
on school attendance was “high light- 
ing” problems of maladjustment, and 
the epidemics of encephalitis lethargica 
had left in their wake a number of chil- 
dren who required hospital care. There 
were increasingly accurate and exten- 
sive statistical records of the frequency 
of childhood disorders. 

In 1924 it was suggested that, instead 
of caring for small numbers of children 
on the adult wards of the various New 
York State Hospitals, a division of one 
of the hospitals be especially equipped 
to care for juveniles and that such pa- 
tients be transferred there. According- 
ly, two cottages with accommodations 
for twenty-five children each were 
opened at King’s Park Hospital [8]. Al- 
though originally planned to admit ju- 
veniles with all types of mental disor- 
ders, a large percentage of the cases ad- 
mitted had a history of encephalitis le- 
thargica, and the treatment of this con- 
dition became a special interest of this 
particular service [9]. 

Throughout the decade from 1920 to 
1930 interest in children’s problems in- 
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creased steadily, as attested by the 
founding of the American Orthopsychi- 
atric Association, the establishment of 
the institutes for child guidance by the 
Commonwealth Fund, and the develop- 
ment in a number of states of child 
guidance clinics. Toward the end of the 
decade (about 1928) a children’s ward 
was established in the Psychiatric Di- 
vision of Bellevue Hospital; its func- 
tion, like that of the service of which 
it was a part, being essentially diagnos- 
tic. Here were to be found constantly 
changing groups of boys and girls, re- 
ferred chiefly by schools, the Children’s 
Court, or social agencies, because of se- 
vere maladjustment. A little later, 
(1930) with the opening of the New 
York State Psychiatric Institute, a Chil- 
dren’s Service was initiated there, main- 
taining a policy of selecting cases that 
were expected to respond to treatment 
within a period of six months, and 
transferring those which did not show 
improvement within a reasonable peri- 
od of time. 

Also at the opening of the next dec- 
ade, 1930, as part of a general survey, 
the Subcommittee on Problems of Men- 
tal Health of the Committee on Physi- 
cally and Mentally Handicapped of the 
White House Conference on Child 
Health and Protection, sent a question- 
naire to all state hospitals asking for 
data regarding special provisions for 
children. Of forty-five hospitals reply- 
ing, all except four stated that there 
were no special provisions for children 
[6]. The four having special provisions 
included King’s Park with 50 beds for 
juvenile patients, the New York State 
Psychiatric Institute and Hospital with 
32 beds, the New Jersey State Hospital 
at Trenton which provided treatment for 
12 male patients under 17 years of age 
suffering from encephalitis lethargica, 
and the Allentown State Hospital in 


Pennsylvania with accommodations for 
60 such patients, including postencepha- 
litic cases, high-grade subnormals with 
emotional! disturbances, and juvenile de- 
linquents. Thus, the total special accom- 
modations for children in state hospi- 
tals in 1930 throughout the country was 
limited to 154 beds, more than half of 
these being used for cases with organic 
conditions.’ 

The institutes for child guidance had 
set a pattern for team work of psychia- 
trists, psychologists and social workers, 
and a similar organization of work was 
usually characteristic of child guidance 
clinics, the psychologist or social work- 
er often trying to function in both ca- 
pacities. In the hospitals, however, the 
problems were necessarily quite differ- 
ent, for the children were in residence, 
and nurses, teachers and occupational 
therapists became essential members of 
the organization. Yet here, too, early in 
the 1930’s, there was recognition that 
the psychologist has a place in a psy- 
chiatric service for children. Dr. Stein 
[10], in 1931, outlining the require- 
ments for a children’s service, included 
the psychological examination as one 
part of the essential fourfold study upon 
which the treatment plan was to be 
based, the social, psychiatric and physi- 
cal examinations being the other three; 
and Dr. Howard Potter [7], in 1934, 
discussing the personnel of a children’s 
service, wrote: “A psychologist, prefer- 
ably with child guidance clinic experi- 

1 All of the four state hospitals which first 
made special provision for children, and Belle- 
vue Hospital as well, have also been among the 
pioneers in employing chologists. King’s 
Park Hospital was probably the first in New 
York State to include psychological service, 
Dr. Grace Kent having wo there from 1907 
to 1910. At Bellevue Hospital Dr. Menas 
Gregory, shortly after the first world war se- 
cured for the Psychiatric Division the services 
of the late Dr. Leta S. Hollin rth. The New 
York State Psychiatric Institute since 1930 

research 


has included both a department in 
psychology and a clinical service. 
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ence, is indispensable. The psycholo- 
gist’s function is not only related to 
making psychometric studies, but to 
carrying out special therapeutic educa- 
tional work with individual children as 
well.” The bulk of psychological train- 
ing, however, then, as now, afforded lit- 
tle experience of the sort needed for 
work with children who present psychi- 
atric problems. 


THE CHILDREN’S UNIT OF ROCKLAND 
STATE HOSPITAL 


The psychological work at the Chil- 
dren’s Group of Rockland State Hos- 
pital cannot be understood except in re- 
lation to the general organization of 
which it is a part, for the Children’s 
Unit has been in many ways unique as 
to both its purpose and the methods 
which it has developed. As finally 
planned it was to be neither a diagnos- 
tic service nor a custodial institution, 
but was to have “the opportunity to 
function as a progressive setup, not 
only as a treatment unit, but as a cen- 
ter for research in child psychiatry and 
education” [11]. To this end definite 
criteria for admissions were established 
that the group might consist largely of 
those who offered “a reasonable chance 
for an ultimately satisfactory adjust- 
ment.” Clearly organic cases, such as 
the postencephalitic and epileptic 
groups, definitely subnormal or high- 
grade defective cases, and cases of psy- 
choses having little chance for recovc’y, 
such as well-established schizophrenic 
conditions, were excluded, whereas cases 
“diagnosed as primary behavior disor- 
ders, psychoneurosis or early psycho- 
sis,” have been freely admitted.” 


2 During the first five years of its existence 
192 boys and 100 girls remained in the Chil- 
dren’s Unit for than six months. 
these, 103 boys and had left the 
pital by the end of the years. Thirteen 
the 161 had been transferred, 102 had 
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Although a majority of the children 
are from the metropolitan area, admis- 
sions from other parts of New York 
State are accepted. Instead of legal 
commitment, a minor’s voluntary appli- 
catiun is used, and every effort is made 
to ensure co-operation with the agency 
responsible for the child, or with its 
parents, since these are expected to as- 
sist in the planning for the child after 
he leaves the hospital. The Children’s 
Group has maintained this original pol- 
icy throughout the years of its work, 
for, although it does not attempt to lim- 
it a child’s stay to a few months as does 
the Children’s Division of the Psychia- 
tric Institute, it has never become pri- 
marily either a diagnostic or a custodial 
service. 

Since a detailed description of the 
physical plant and general organization 
of the Children’s Group has been pub- 
lished elsewhere, attention here will be 
called only to its more unique character- 
istics [11]. The general plan of the 
Children’s Unit is shown in the accom- 
panying illustration. As in any hospital, 
the clinical problems of therapy and 
care must receive primary consideration, 
and in turn influence the direction of 
the research and training activities to 
which they come to be related. 

Dr. Frank Tallman, first director of 
the Children’s Group, recognized that 
the institution would be unable to se- 
cure trained personnel in numbers suf- 
ficient to offer individual psychotherapy 
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for each of 150 children and very wisely 
placed the emphasis in the early days 
of organization upon “creating an en- 
vironment which, to a degree, is psycho- 
therapeutic in itself.” This policy, con- 
tinued by Dr. Ed Rucker Clardy, form- 
erly assistant in the Children’s Group, 
now its director, and Dr. Valerie Hand- 
zel, at present assistant, has resulted in 
an unusually well co-ordinated staff. 

Through a system of conferences at- 
tended by all those who work with the 
children, with lecture and discussion 
groups in mental hygiene for new em- 
ployees, the psychotherapeutic principles 
underlying the program of the unit have 
become a part of the thinking of the en- 
tire personnel. At the weekly case con- 
ference, attended by the cottage person- 
nel, teachers, social workers, psycholo- 
gists and psychiatrists, all cases are reg- 
ularly considered, and all available ma- 
terial is summarized. Here there is op- 
portunity for free discussion by those 
who are in any way acquainted with 
the children, whether in the cottage or 
school room, as subjects in a psychologi- 
cal examination, or as cases which may 
be ready to leave the hospital. 

A child’s program and his relation- 
ships to the other children and to the 
general personnel are from time to time 
reviewed at this conference where every- 
one who works with him can become ac- 
quainted with the over-all behavior pic- 
ture. This plan of organization which 
has aimed at effective integration of the 
school, cottage, psychological, social 
work and psychiatric personnel, with 
emphasis throughout upon group ef- 
fort, has done much to afford a back- 
ground of security for the very insecure 
children whom the Children’s Unit ad- 
mits. 

WORK OF THE PSYCHOLOGIST 

What then is the work of the psychol- 
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ogist in such an organization ?* The first 
task was necessarily the establishment 
of a testing program to gain some esti- 
mate of the mental abilities of the chil- 
dren, and the level at which they were 
able to function when presented with 
standardized test situations. It was rec- 
ognized from the outset that test results 
with boys and girls as severely dis- 
turbed as these cannot be expected to 
represent a child’s true capacities, but 
will give only an index of his immediate 
functioning abilities. Nevertheless, the 
results establish levels which need to be 
taken into account in planning the 
child’s activities and in working with 
his problems. 

The psychological examination thus 
became the nucleus from which the 
work of the psychologists has developed, 
and this nucleus (which represents a 
unique contribution of psychology to the 
general clinical field) continues to be an 
important aspect of the work in the 
Children’s Unit. This does not in any 
sense mean that tests are given for the 
sake of testing, or even that the “test- 
ing” is like that which would be found 
in an ordinary school setting, where a 
child is expected te complete one or sev- 
eral tests in a single session. Such a de- 
mand would be quite impossible for a 
child unable to work at a task consis- 
tently for more than a few minutes of 
a single session, whose examination 
must be continued over many sessions 
before any index of his performance 


3 Psychological work at the Children’s Group 
since 1936 has been under the direction, suc- 
cessively, of Miss Enid Brown, Miss Kate Le- 
vine, Miss Mary T. Wilson, and the writer. In 
July 1941, the hospital was allowed an item 
for a psychologist, thus becoming the first hos- 
pital within the New York State Department 
of Mental Hyeions. 2h geneneme ©. pestiion 

ished. The recent Civil Service 
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levels can be obtained. Nor will the or- 
dinary assumptions underlying test 
standardization hold for the highly sen- 
sitized child who refuses to attempt a 
question unless he is certain of his an- 
swer. The psychologist may have to 
spend many sessions with such a child, 
winning his confidence, and becoming 
acquainted with his interests and habits 
of response before the presentation of 
formal] test materials can be wisely un- 
dertaken. 

It was inevitable that as psychologi- 
cal examinations proved useful, more 
extensive schedules would be introduced. 
Increasing interest in the Rorschach 
Test and in the frequency of cases with 
specific reading disabilities have extend- 
ed the scope of the psychological serv- 
ice and laid the foundation for a pro- 
gram of remedial work for some of the 
children most in need of special assist- 
ance. With an increasing organization 
of the school, achievement testing has 
become a recognized function of the psy- 
chology department, and from time to 
time children are referred by teachers 
or psychiatrists for special study.* Both 
at the beginning and again toward the 
end of a child’s stay (this may be after 
a period of years or only several 
months), a fairly complete examination 
is called for which includes intelligence 
and achievement tests and a perform- 
ance scale.’ The results of these exam- 


*In contrast to the average school, the em- 
here is Lae A upon emotions! and 

social develo y secondarily upon 
weademic ac oe Ree There are four regu 
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inations, together with the child’s school 
record, furnish the basis for recommen- 
dations as to outside school placement. 

The tests used are numerous and va- 
ried, for in dealing with the children of 
this group, wide-range testing is essen- 
tial. Tests are used for what they can 
contribute to the study of the child’s in- 
dividual habits of behaving, as much as 
for comparison with group norms. A 
test based on material that challenges 
the interest of a difficult subject may be 
selected in preference to one that has 
been more carefully standardized, and 
a varied battery of individual test items 
may take the place of a scale which on 
theoretical grounds would have more to 
recommend it. Whereas in many of the 
clinical fields, emphasis is placed upon 
the degree of agreement or disagree- 
ment with the test norms, in this field 
a study of discrepancies and apparent 
inconsistencies in test performance is 
often of greater value. 

The order of test administration, as 
well as the choice of tests to be used de- 
pends upon the individual child. Often 
a first session is entirely given to draw- 
ing. Sometimes brief performance items 
such as the Adaptation Board or the 
Healy “A” can be introduced as 
“games.” Not infrequently the Good- 
enough Draw-a-Man test affords wel- 
come introduction to the testing situa- 
tion as well as reveals something of the 
child himself through a bizarre, grossly 
immature, or meticulously careful pro- 
duction. When more formalized ma- 
terial can be used a Binet is given, and 
usually either an Arthur Point or Cor- 
nell-Coxe Performance Scale. Discrep- 
ancies are common: results of Perform- 
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ance and Binet Scales for the same child 
and with the same examiner have been 
known to differ by more than fifty I.Q. 
points. The Pintner-Toops Directions 
Test for children who can read often 
furnishes a check on the Binet rating 
since it does not involve a verbal ques- 
tion-and-answer setting. Reading diag- 
nostic tests are given when indicated, 
and both laterality tests and a brief 
“sensorium” are part of the regular 
testing schedule. The Rorschach and 
some of the Murray pictures have been 
found useful in special cases. 

Thus study of the children, using all 
available psychological techniques, is 
the major responsibility of the psychol- 
ogists. Gradually the resources of the de- 
partment have increased as the variety 
of materials available and the back- 
ground of experience necessary for their 
use with these children have been ac- 
cumulated, and gradually, also there are 
being collected in the files of the depart- 
ment the data which will in time give 
added meaning to the entire examina- 
tion program. 

Psychological examinations, however, 
do not constitute the only activity of the 
department. In addition to remedial 
work and consultation services for the 
school, members of the psychology staff, 
including interns who are to be at the 
hospital for a sufficiently long period, 
contribute to the play therapy program 
which has become a recognized part of 
the clinical service for a selected group 
of children. It should be kept in mind 
in this connection that at the time the 
Children’s Unit was opened, there was 
no precedent for this undertaking. 
Throughout the years its directors have 
worked with problems of the therapy, 
training and care of severely disturbed 
children, many with periods of clearly 
psychotic behavior. Out of this experi- 
ence has come an increasing recognition 
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that these children, of necessity, estab- 
lish relationships with those about them, 
and that these relationships, as they are 
understood and utilized, become a psy- 
chotherapeutic factor affecting the 
child’s experience and his behavior. For 
some of the children the more intensive 
“transference” relationship afforded by 
a play therapy technique has seemed to 
ofter the only promising approach to the 
underlying disorder. Finally, in addi- 
tion to work with specific children, the 
psychologist is a recognized participant 
in the group effort to establish an un- 
derstanding and psychotherapeutic en- 
vironment within which the efforts of 
the staff are integrated. The importance 
of this for all other work cannot be 
overestimated since it affords a perspec- 
tive which is essential for accurate eval- 
uation of more specific activities. 

Other responsibilities of the psychol- 
ogy department include: the supplying 
of psychological service for child guid- 
ance clinics which are held monthly or 
bimonthly through the school year in 
various school districts of Rockland 
County; a psychological service for the 
adult wards (this is a more recent de- 
velopment) ; and courses in psychology 
for the student nurses. In reviewing 
the work of the psychologists, the em- 
phasis has been placed upon the clinical 
service. This has been the emphasis of 
the department, as would be expected in 
any organization supported by funds 
designated for clinical work. This does 
not mean, however, that the viewpoint 
of the psychology department is exclu- 
sively clinical or that either research or 
training are overlooked. Contributions 
have been made to several studies from 
the Children’s Unit [1, 2], and founda- 
tions for further research have been 
laid. 

The interest in training has been evi- 
denced by participation since 1938 in 
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the interinstitution psychological in- 
tern-training program first organized 
at Letchworth Village and now provid- 
ing for rotating internships at three co- 
operating institutions [3].° Since 1938 
thirty-three interns have spent periods 
of from a few weeks to a year at the 
hospital working largely in the chil- 
dren’s unit. Preliminary training 
for the interns is given at Letchworth 
Village; training at the hospital for 
those spending only a brief exchange 
period consists in attendance at confer- 
ences, assisting in the testing program, 
observation of group activities and ac- 
quaintance with the general work and 
organization of the Unit. Interns as- 
signed to the hospital for their major 
training become active participants in 
all aspects of the department’s activity. 


PROBLEMS AND IMPLICATIONS 


Although psychological work with 
children presenting psychiatric prob- 
lems dates almost from the beginnings 
of clinical psychology, there is no other 
aspect of the fielc of applied psychology 
where the qualifications of the worker 
and the scope of his or her activities are 
so poorly defined. Even the work of the 
psychologist in many of the psychiatric 
hospitals for adults has taken on more 
definite form and responsibilities. The 
slow development of specialized units 
for the care of emotionally disturbed 
children has been in part responsible 
for this situation, but even more impor- 
tant causes have been the difficulties of 
the field itself and the limited number 
of trained psychologists who have be- 
come interested in its problems. While 
psychological techniques for work with 
mental defectives and with the school 
and i aR child were being rapidly 
gqmiiee of wih, De Nolan DG, Love 
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developed and applied, progress in psy- 
chological work with children present- 
ing psychiatric disorders has been sur- 
prisingly slow. For it was soon discov- 
ered that the assumptions upon which 
the value of a psychological examina- 
tion in other fields depends do not hold 
for subjects whose functional level of 
behavior deviates to a significant but 
unmeasurable degree from their “nor- 
mal” behavior. 


The methods used by psychologists, 
in common with those of all scientific 
investigators, depend upon a standardi- 
zation of techniques, and their results 
are of value only insofar as their tech- 
niques are applicable to the problems 
under investigation. Each field of clini- 
cal psychology has found it necessary to 
develop its own methods and to estab- 
lish its own norms and standards. Work 
with children sufficiently disturbed to 
warrant admission to a psychiatric unit 
thus presents a challenge as unique as 
that offered by any other special group, 
such as infants, adult psychotics, the 
blind or the deaf. Each of these fields 
has established its own modification of 
psychological techniques and its own 
standards for evaluation of results. In 
work with emotionally disturbed chil- 
dren it is not a deviation in a specific 
factor in the test situation, such as vis- 
ion, hearing or language which needs 
especially to be provided for. Rather it 
is the relationship to the examiner, the 
test situation as the child experiences it, 
and the effect of these upon his perform- 
ance, which requires special study and 
understanding. Here the qualitative as- 
pect of the examination not only sup- 
plements the quantitative findings but 
often becomes the most important fea- 
ture of the results, since the way in 
which the child meets and deals with 
the standardized situation may afford 
clues as to the nature of his problems 
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and the extent of the deviation of his 
behavior from that which he might nor- 
mally be capable of. 

The psychologist working with such 
material needs a wide background of 
experience with test techniques as well 
as an extensive and varied acquaintance 
with clinical problems.’ Even more im- 
portant are the ability for accurate, in- 
telligent observation and the personal- 
ity characteristics which facilitate the 
establishing of “rapport” with children. 
In comparison with these requirements, 
the mastery of techniques (granted that 
this is a sine qua non for all psychologi- 
cal work) seems a relatively insignifi- 
cant task. 

Because psychological work with chil- 
dren presenting profound emotional 
disturbances is a relatively undeveloped 
field, a major responsibility of the psy- 
chologist should be investigation and re- 
search ; refinement of measures already 
in use, careful and controlled study of 
specific problems, and finally, the devel- 
opment and standardization of new 
methods. For such projects, a children’s 
unit in a psychiatric hospital offers op- 
portunities that can nowhere be equalled. 
It provides, in the first place, a rela- 
tively stable and known environment, 
abundant opportunity to observe a 
child’s behavior in a variety of situa- 
tions, possibilities for securing compar- 
ative data; and finally, the longitudinal 
study which is essential for evaluation 
of findings at any specific period of the 
child’s stay. 

Here innumerable problems of emo- 
tional behavior, relating to incidence, 
control] and effect upon other processes, 
offer a continuous challenge and are 
open for investigation. Psychologists 
increasingly will be concerned with the 

7 Rockland State 
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for this reason is 
intern training pro- 
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contribution which they can make in 
this field. Their contribution will be de- 
pendent largely upon the ability and ef- 
fort of those who enter the field, the 
adequacy of their training, and the de- 
velopment of methods suited to the prob- 
lems under investigation. 
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THE PSYCHOLOGIST IN THE PSYCHIATRIC HOSPITAL 
By DAVID WECHSLER, Pu.D. 


PSYCHIATRIC DIVISION, BELLEVUE HOSPITAL 


N discussing the place of the psy- 
chologist in the psychiatric hospital 
it will be useful to remember that hospi- 
tals called psychiatric may differ con- 
siderably both as to setup and function. 
An important difference to be borne in 
mind is that between the observation 
and custodial type of hospital. An ob- 
servation hospital is one in which pa- 
tients are referred primarily for diag- 
nosis and are kept only for a minimal 
amount of time, usually less than two 
and seldom as much as four weeks, after 
which they are either discharged or 
committed to a state institution.? An ex- 
ample of an observation hospital is the 
Psychiatric Division of Bellevue Hospi- 
tal in New York City. A custodial hos- 
pital, on the other hand, is one to which 
mental patients are committed for an 
indefinite period for care and treatment. 
All state (mental) hospitals are of this 
sort, but many of them also serve as ob- 
servation hospitals at the same time. 
An example of a hospital rendering this 
combined service is the Psychopathic 
Hospital in Boston, Massachusetts. In 
addition, some mental hospitals, wheth- 
er custodial or observation, also have 
outpatient departments which function 
in the same way as any general mental 
hygiene clinic. 
The main differences, so far as the 


1In some states, hospitals for mental obser- 
gy are designated as psychopathic hospi- 


2 Under a new New York State law, effective 
October 1, 1944, patients may be kept for ob- 
servation as long as sixty days. 


psychologist is concerned, between 
working at an observation and a custo- 
dial hospital, are that at the observation 
hospital he will probably have less time 
for extensive testing, be required to 
dispose of patients more expeditiously, 
and in most instances also have less 
time for research. On the other hand, 
he will see a much greater variety of 
cases, including large numbers who are 
not psychotic; and, in general, he will 
be able to acquire techniques and train- 
ing which will be more useful to him 
in other clinical fields or in private prac- 
tice. Again, in states where mental care 
is limited, the psychiatric hospital may 
be run in conjunction with an institu- 
tion for mental defectives or a colony 
for epileptics. In such places the psy- 
chologist is frequently called upon to 
divide his time between psychiatric and 
other services. The remarks to follow, 
however, will be confined to the role of 
the psychologist in hospitals which, 
whatever their title, concern themselves 
primarily with diagnosis and care of 
mental cases. 


DUTIES OF PSYCHOLOGISTS IN 
MENTAL HOSPITALS 


In most psychiatric hospitals the pri- 
mary function of the psychologist is to 
appraise the patient’s intellectual func- 
tioning. The psychologist is expected 
(1) to define, as an expert, the patient’s 
intellectual level and to indicate wheth- 
er the 1.Q. obtained represents the true 
or merely the present level of function- 
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ing; (2) to call attention to the pres- 
ence of any special abilities or disabil- 
ities, particularly as they may be re- 
lated to, or diagnostic of, the patient’s 
clinical picture. From here on the role 
of the psychologist varies greatly from 
institution to institution. In many places 
he or she is called upon (3) to help in 
psychiatric diagnosis in terms of psy- 
chometric functioning. This may be 
achieved either by (4) analysis of in- 
telligence test results, or by the use of 
supplementary test procedures involv- 
ing special intellectual function or, 
more increasingly, by the use of (5) 
personality tests. In the latter instance, 
the advent of (6) projective techniques, 
particularly the Rorschach test, has 
greatly increased the diagnostic role of 
the psychologist. 

In some institutions the psychologist 
is called upon to take case histories and 
in still others to interview patients. In 
such institutions the psychologist may, 
and generally does, participate in staff 
conferences on the basis of which the 
patients are assigned to different wards, 
and when up for parole and discharge, 
to offer suggestions as to disposition. 
In some institutions where vocational 
and special therapies are available, the 
psychologist will also be called upon to 
administer educational and vocational 
tests, and to make recommendations re- 
garding them. This is true particularly 
of mental hospitals which have large 
adolescent and children’s wards. 

In addition to the above duties, the 
psychologist in a mental hospital often 
does a certain amount of teaching either 
of the institutional staff (nurses and 
interns) or in connection with the train- 
ing program of intern psychologists and 
of psychology students from nearby 
universities. As regards the latter much 
can be said in favor of a more intimate 
tie between psychology departments in 


universities with mental hospitals as 
well as mental hygiene clinics. There 
are, however, a number of factors which 
tend to retard the association. One of 
these is that it has tended to be a one- 
way affair, namely, psychology depart- 
ments like to send their students for 
practical work to mental hygiene clin- 
ics and hospitals but have been slow in 
adding members to their staff who have 
had practical experience in the field. In 
recent years, however, there has been a 
growing trend toward appointing psy- 
chologists working at the mental hospi- 
tals to at least part-time teaching at the 
university. This is a desirable trend 
and it is to be hoped that it will increase 
with time. 


RESEARCH IN MENTAL HOSPITALS 


Except for institutions which have 
special research psychologists attached, 
and these are few, the opportunities for 
research depend largely upon the initia- 
tive and zeal of the individual psycholo- 
gists working in them. Most of this re- 
search has to be done on one’s own 
“free” time, but as the free time in paid 
positions is relatively small, actual facil- 
ities have been correspondingly limited. 
Nevertheless the amount of research 
emanating from psychologists working 
in hospitals has been considerable. Most 
of it has dealt with psychometrics, par- 
ticularly intelligence te-ting of various 
psychotic groups. Recent examples are 
studies by Shakow [9], Rabiu [7], Jas- 
tak [5] and Whitman [12]. Another 
field of psychiatric research by psychol- 
ogists has been the general problem of 
mental deterioration [1, 10, 4] and in 
recent years a considerable number of 
studies by psychologists in mental hospi- 
tals have appeared on the effects of 
shock treatments in therapies [6, 13, 
11}. 

A field which has been relatively neg- 
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lected, however, is that dealing ‘vith 
sensation and perception. Interesting- 
ly enough, the most original work done 
in this realm has been done by psychia- 
trists and neurologists [8, 2, 3]. One of 
the main reasons for this is the limited 
training which most psychologists go- 
ing into work in mental hospitals have 
received in advanced experimental and 
physiological psychology. The emphasis 
of recent years has been on psychomet- 
rics and statistics and while both of 
these are important, particularly the 
former, original work is more likely to 
be produced by individuals who have 
had thorough grounding in the basic 
psychological facts and processes than 
in applied specialized courses. 


RELATION OF THE PSYCHOLOGIST TO 
MEMBERS OF THE PSYCHIATRIC 
STAFF 


As aforementioned, the role of the 
psychologist varies widely in different 
hospitals and opportunity for profes- 
sional contact with other staff members 
likewise varies. In some places the psy- 
chiatrist prefers to look upon the psy- 
chologist as a technician. The psychia- 
trist wants an 1.Q. report very much as 
he would call for a blood Wassermann 
or an electroencephalogram. Most clini- 
cal psychologists do not like either the 
restricted type of work or the status 
implied by this type of position. Many 
positions that are available in mental 
hospitals call for routine psychometrics 
and a certain percentage of psycholo- 
gists wishing experience in psychiatric 
hospitals must expect this type of work, 
at least at the beginning. It is, however, 
equally true that psychiatrists in many 
places are learning that psychologists 
have more to offer. Any thorough psy- 
chological report makes this apparent to 
the psychiatrist. This is almost inevi- 
table, as in most psychiatric cases the 


subject’s L.Q. is just one of the factors, 
and often not the most significant one, 
for the appraisal of the patient’s prob- 
lem. It is here that the supplementary 
and special diagnostic techniques have 
served to reveal the special contribu- 
tions which the psychologist can make 
to the understanding of the total prob- 
lem. It is not an uncommon experience 
now to hear the psychiatrist inquire, 
“Does the patient show mental deterio- 
ration?” or, “Does he show a schizo- 
phrenic pattern?” and so forth instead 
of just asking, “What is his I.Q.?” 


SCOPE OF THE PSYCHOLOGICAL 
EXAMINATION 


What should be the scope of a psy- 
chological examination in a mental hos- 
pital is a problem which is not easily 
solved. The difficulty resides not only 
in the fact that the psychologist is called 
upon to do a variety of jobs; but also in 
fact that the psychological techniques 
as presently developed are very time 
consuming. Consider, for example, 
what might constitute a relatively 
modest testing program, say for sub- 
jects aged 15-30. This would ordinarily 
include (1) an individual general intel- 
ligence test; (2) a personality inven- 
tory; and (3) a short battery of educa- 
tional tests. 

The time required for such an exami- 
nation in the case of mental patients 
will ordinarily take about two hours, 
not counting write-up of the report and 
analysis. If to these latter, one adds as 
is often desirable—a projective tech- 
nique such as a Rorschach or The- 
matic Apperception test, plus some tests 
attempting vocational appraisal, the 
time required for a complete study is 
easily doubled. This means that a psy- 
chologist can see at most one patient a 
day, a situation even if feasible is not 
only too costly but also contrary to the 
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time consumed by other professions in 
their examinations. Psychiatrists and 
physicians, even if not complaining, are 
continually asking why a psychologist 
needs so long a time to do an examina- 
tion. At present this problem is met in 
part by having an intern or graduate 
student do some of the routine testing 
and in part by cutting down the testing 
program to a bare minimum. A more 
satisfactory approach would be the de- 
velopment of shorter examination tech- 
niques and the increasing use of the 
diagnostic interview. Unfortunately 
neither is as yet available to any con- 
siderable degree. 


TRAINING OF THE PSYCHOLOGIST 


The training of the psychologist plan- 
ning to work in a mental hospital setup 
varies in different parts of the country. 
Generally this variation depends not so 
much upon theoretical ideals as upon 
practical opportunities. In most cases 
the young psychologist is not guided but 
allowed to drift into this field. Very 
few universities offer a program pre- 
paring the student for a job as psychol- 
ogist in a mental hospital. 

Some part training, however, is often 
afforded by work at psychoeducational 
clinics which are now attached to a 
number of colleges and education de- 
partments in various parts of the coun- 
try. Other areas for practical instruc- 
tion are state and municipal employ- 
ment and vocational services. But apart 
from these most of the specific training 
of psychologists hoping to enter the psy- 
chiatric field is being achieved through 
internships that have been established 
at various mental hospitals.* These in- 

3’ [See S. Rosenzweig, W. T. Root and G. B. 
Pearson, “Education for Clinical Psychology,” 
for a discussion of an experimental intern- 
training p am at Western State Psychia- 
tric Hospital in Pittsburgh, Pa., to be pub- 


lished in a forthcoming number of the JourR- 
NAL OF CONSULTING PSYCHOLOGY.—EDITOR. ] 


ternships are usually for six months to 
a year and carry a very small, if any, 
stipend beyond general maintenance. In 
this respect they resemble the medical 
internships except that the psychology 
students are often less prepared to be- 
gin full-time work than are medical in- 
terns. Usually the psychological intern 
will require considerable elementary in- 
struction in the administration of most 
of the standard tests, acquaintance with 
which is likely to have been more theo- 
retical than actual. Such examinations 
as are done by the intern on patients are 
usually done under supervision of the 
psychologist-in-charge. Cases are gone 
over and considerable attention is paid 
not only to interpretation of results but 
to the proper ways of writing up a psy- 
chological report. As in other fields, the 
intern will often have to do a bit of un- 
learning. 

This brings us to a consideration of 
the desired preparatory curriculum for 
students going into mental hospital 
work while at the university. It would 
be easy to list the types of courses by 
title but obviously what is important 
is what the course actually consists of 
rather than under what title it appears 
in the catalogue. For example, all rec- 
ommendations would include as prereq- 
uisite a course in abnormal psychology. 
But if the course in abnormal psychol- 
ogy only includes the reading of a gen- 
eral text and instruction by a person 
who has never had contact with mental 
patients, its value would be very limit- 
ed. The point here is, of course, that 
the training of people preparing for 
psychological work in mental hospitals 
as well as clinical psychology in gen- 
eral, should be by individuals actually 
in the field. This holds for other ap- 
plied subjects. 

Apart from the introductory courses 
in general and an elementary course in 
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experimental psychology, the most im- 
portant preparatory courses are un- 
doubtedly those in psychometrics. By 
psychometrics is meant not a theoreti- 
cal discussion of tests and techniques 
but actual mastery of the administra- 
tion and evaluation of standard clini- 
cal tests. Second, a course in the inter- 
pretation of results and instruction in 
report writing. Third, a course in ab- 
normal psychology given in conjunction 
with a mental hospital or mental hy- 
giene clinic. Courses in child develop- 
ment, and subject disabilities are desir- 
able. So also is a course on projective 
techniques, especially the Rorschach. 
For those planning to go into research, 
advanced experimental, statistics and 
physiological psychology should be 
added. 

In addition to his educational train- 
ing the student planning to enter the 
field of clinical psychology should also 
meet a number of personality require- 
ments. These requirements include first, 
emotional maturity; second, an ability 
to deal with and get along with people; 
third, an ability to utilize one’s formal 
knowledge in practical situations. In 
addition, one might add a facility to ex- 
press oneself clearly in writing. This 
is perhaps a good deal to ask for a posi- 
tion which generally pays less than col- 
lege teaching, but the requirements are 
indispensable not only because they are 
necessary for the personal success of 
the individual psychologist but for the 
prestige of psychology itself. In more 
ways than one the psychologist in the 
field represents the practical achieve- 
ments of psychology, and the individu- 
als to whom this representation is en- 
trusted should so far as possible be the 
most capable individuals available. 


10. 


11. 


13. 
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PSYCHOMETRIC METHODS IN A MENTAL HYGIENE 
CLINIC OF A PSYCHIATRIC HOSPITAL 


By MILDRED BORST BARTEN, M.S. 


KINGS COUNTY HOSPITAL, BROOKLYN, NEW YORK 


URING the eight years’ existence 
of the Mental Hygiene Clinic of 
the Kings County Hospital in Brooklyn, 
New York, the staff has sought to evolve 
efficient, but necessarily rapid and con- 
centrated methods of medical and psy- 
chological diagnosis to cope with the 
multitudinous demands of a thickly pop- 
ulated community. Consisting from 
time to time of one to two psychologists 
and psychiatrists respectively, and one 
social worker, the Mental Hygiene Clin- 
ic has managed to render satisfactory 
service to over 12,000 new patients, and 
to treat within its resources, a certain 
number for a period of time. This has 
been accomplished despite a number of 
handicaps, the most serious of which 
lies in the limited personnel of the clini- 
cal staff. An idea of the magnitude of 
this task may be gained from a perusal 
of the various referral agencies, which 
number over 160. These include the 
correctional (such as the courts, crime 
prevention bureau, parole board, and so 
forth), medical, educational and welfare 
agencies, the American Red Cross and 
military services, as well as the family 
and the voluntary self-referrals. 

The reasons for referral to this clinic 
comprise the whole gamut of human 
requests, from such problems as child 
peoe and adoption, educational and 
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vocational guidance, conduct and per- 
sonality disorders, marital incompati- 
bility, or research on the effect of thera- 
peutic treatment by the medical clinics, 
to such problems as juvenile and adult 
delinquencies, the neuroses and psy- 
choses, or commitment to state institu- 
tions. In chronological age, our patients 
range from five weeks through the early 
seventies. 


PSYCHOLOGICAL TESTING PROGRAM 


After years of constant careful evalu- 
ation of tests which would best serve 
our own purposes, we have adopted cer- 
tain batteries which have proved satis- 
factory with the average type of case. 
However, we strive to maintain flexibil- 
ity and breadth of scope to meet the 
necessary requirements, peculiar to a 
particular patient. 

As an illustration of the former, we 
might include here a typical battery for 
a case referred by a domestic relations 
court. Usually, the primary object for 
which the court sends these adult pa- 
tients to this clinic, is to determine to 
what degree they should be held respon- 
sible for their difficulties, through the 
ascertainment of their level of intelli- 
gence and the presence or absence of 
any pathological mental disorder. This 
battery consisting of such tests as the 
Weschler-Bellevue Intelligence Scale, 
be Rorschach Psychodiagnostik Test, 

the Goodenough Drawing of a Man, to- 
saa with certain of the Army and 
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Gestalt Designs, is usually sufficient to 
give an accurate insight regarding the 
patient. 

However, should the results of the 
above battery reveal the presence of 
any complication, such as an organic 
factor, additional pertinent tests would 
immediately be administered to confirm 
this finding. (Whenever we speak of 
“organic,” we mean only those disturb- 
ances in the cortical and subcortical re- 
gions, which interfere with certain men- 
tal functions. These are manifested on 
our tests by poor perception, impaired 
memory and mental control, inability to 
form new associations, perseverated or 
stereotyped responses, et cetera. A 
physical ailment which has not yet af- 
fected these cortical and subcortical 
areas does not seem to definitely reveal 
itself in our test patterns. Frequently 
however, a clue may be obtained from 
the behavior of the patient with the lat- 
ter type of pathology which will later 
be confirmed by the psychiatrist and a 
neurological examination.) Such addi- 
tional tests for “organics” would con- 
sist of the Bellevue Memory Scale, cer- 
tain asphasic tests, and a number of 
items from the Babcock Mental Deterio- 
ration Scale. In a special type of case, 
the Ishihara Color Blindness Test would 
be administered also. 

Infants up to the mental age of two 
to two and a half years are given both 
the Gesell Developmental Scale and the 
Kuhlmann Infant Test. On certain oc- 
casions where the child’s mental range 
is at that transitional stage between the 
eighteen-months, and two- and-a-half- 
year levels, the Kuhlmann Infant Scale 
may be used efficaciously with the two- 
year tests on the Terman-Merrill Revi- 
sion of the Stanford-Binet Scale. 

From a mental age of two to five 
years, the child is given the Stanford- 
Binet Scale and the Randall’s Island 
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Performance Scale, together with the 
Goodenough Drawing of a Man. 

Children ranging in mental age from 
five to ten years are given a battery of 
tests which embrace the Stanford-Binet, 
the Pintner-Paterson Performance 
Scale (although if time permits, the 
Grace Arthur Performance Scale is 
preferably administered), the Good- 
enough Drawing, and appropriate edu- 
cational achievement tests. Some of the 
latter may, perforce, consist of special 
diagnostic tests for reading, spelling, or 
arithmetic disabilities. 

It has been commonly noted that chil- 
dren who are suffering from an organic 
disturbance frequently have a lower 
rating on the performance than on the 
verbal tests. Whenever a discrepancy 
of this type occurs on the tests, it is 
wise to investigate by a study of the 
child’s developmental history and the 
psychiatrist’s neurological examination, 
the possibility of the presence of chorea, 
congenital lues, organic brain disease 
—as epilepsy, head injury residuals, or 
other pathological factors. 

From the age of ten years through 
the teens (unless the child is too sub- 
normal), the routine battery of tests 
usually consists of the Weschler-Belle- 
vue Intelligence Scale, the Goodenough 
Drawing, educational tests, and the 
Army and Gestalt Designs. When the 
occasion requires, a variety of aptitude 
tests may be administered. For the in- 
vestigation of the dynamics of the per- 
sonality, the Rofschach Test, or the 
Tendler Emotional Index may be em- 
ployed. We, in a psychiatric clinic, are 
of course particularly interested in this 
aspect of a patient. 

One of the advantages of giving the 
Weschler-Bellevue Intelligence Scale to 
children so young as ten years, is the 
reliable and unusually comprehensive 
picture which this test reveals of the pa- 
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tient through its patterning. Many ju- 
venile and early schizophrenics have 
been detected through a comparison of 
both the verbal and performance scores, 
and of the interrelationship of the vari- 
ous subsidiary tests. For instance, we 
have noticed from extensive experience 
with this test that a low verbal and gen- 
eral comprehension score, together with 
a high performance and abstract learn- 
ing ability score (Digit-Symbol Test) is 
the characteristic pattern of a schizo- 
phrenic patient. (Occasionally, the per- 
formance rating will be lowered through 
the complicating additional presence of 
an organic factor.) We might include 
a concrete example here: The Verbal 
LQ. is 60 and the Performance I.Q. is 
100. This suggests that a functional 
factor is interfering with the ideational 
activity. The composite I.Q. is 80 which 
would ordinarily classify a patient as 
being Dull Normal in intelligence. The 
child’s general comprehension rating is 
defective, but his abstract learning abil- 
ity (which is closely correlated with the 
innate general intellectual level) is that 
of a better than average intelligence. It 
may be added here that this patterning 
is also characteristic of the adult schizo- 
phrenic. No other type of patient pre- 
sents just such a fluctuation. Further 
corroboration in this diagnosis will be 
given by the results from the Rorschach 
and Goodenough Tests. 

Occasionally, these children of aver- 
age intelligence, if simple schizophren- 
ics, will be unable to adjust either so- 
cially or academically at their proper 
level. When tested by the Stanford-Bi- 
net, they frequently score below their 
innate intellectual level, and are placed 
in ungraded classes. They are easily 
mistaken for a mentally retarded pa- 
tient because their apathy, their pre- 
occupation, lack of initiative, hypersug- 
gestibility, and poor judgment prevent 


them from utilizing their potentialities. 
Not only are they unable to succeed in 
school, but in making social adapta- 
tions, they are functioning as defectives. 

In the computation of the intelligence 
quotient, not all clinicians are agreed as 
to what the average adult chronological 
level should be—whether thirteen, four- 
teen, fifteen, or sixteen years. In order 
to maintain a consistent procedure with 
the other city hospital psychiatric divi- 
sions, we use sixteen years as the limit. 
However, long practical experience 
tends towards the belief that the use 
of fourteen and a half years gives a 
more accurate measure of a patient’s in- 
tellectual status. 

A number of years ago, when the au- 
thor was serving as the chief psycholo- 
gist at Letchworth Village, she found 
that in the periodical re-examinations 
of the hundreds of adolescent patients, 
the use of the chronological age of six- 
teen years caused an artificial drop in 
their mental level. The utilization of 
fifteen years appeared more satisfac- 
tory, while fourteen years and a half 
gave the best consistent results with 
their previous examinations. Thirteen 
years was too low and caused an artifi- 
cial rise in the intellectual status. 


PSYCHOLOGICAL REPORTS 


In order to meet the needs of the clin- 
ic, we do not write lengthy reports. 
Generally, our psychiatrist requires— 
and this immediately—only the psychol- 
ogist’s conclusions to assist him in his 
examination of the patient. Hence, 
even in the formal arrangement of the 
written report, we place the conclusions 
first, as a minor timesaving device. 
Should the psychiatrist be interested, in 
need of an amplication of the tests’ re- 
sults, and have the sufficient time, he 
will then read the analysis of the vari- 
ous tests which compose the body of the 
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report. 

The type of our reports sent out to 
the different referral agencies, varies 
to conform with the purpose for which 
they will be utilized. Except for a re- 
port which is designated for the psy- 
chologists in other clinics, we strive to 
couch the contents in as clear, concise, 
and nontechnical a language as possible, 
so that everyone may derive an accu- 
rate understanding of our examination. 
However, during the examination itself, 
we write a minutely detailed description 
of each patient’s general behavior, atti- 
tude, mood, his specific reactions to the 
individual tests, and any other outstand- 
ing point, as a speech defect or his sar- 
torial appearance. The author has em- 
phasized and taught to her students 
that a description rather than an inter- 
pretation of a patient’s reactions should 
be invariably recorded. For instance, 
instead of noting that the patient is as- 
phasic, we describe his fumbling for 
words and the type of error he has 
made. This makes an observation more 
objective, thereby minimizing errors as 
much as possible, by permitting anyone 
who reads the record to make his own 
interpretation. This method also allows 
us to write from our voluminous notes 
as expanded or as condensed a report 
as the occasion warrants. 

At this point, we should like to include 
the following typical psychological re- 
port which we send to the referral 
agency: 


This is on the examination of a patient who 
‘had been brought to the clinic because of sever- 
al mild suicidal attempts. He was a rather at- 
tractive young man of twenty-four years, who 
had left college in his fourth term. Although 
his developmental history was essentially neg- 
ative for any abnormality of physical or men- 
tal nature, his home environment left much to 
‘be desired. As the youngest of three children 
of a prosperous lawyer and an alchololic moth- 
er, he was alternately pampered and rejected. 
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His brother and sister played little part in his 
life, since both were nearly adult at his birth. 
He was devoted to his mother who vacillated 
between an affectionate and an irritable atti- 
tude towards him. He resented vehemently any 
derogatory criticism of her. Upon leaving 
school, he lived in a rented room and worked 
as a file clerk for several years. He had a 
brief romantic affair with a much older wom- 
an, whose role towards him seemed more ma- 
ternal than amorous. He possessed a driving 
ambition, which was apparently genuine, to do 
what he could to ameliorate the lot of the un- 
fortunates. His feeling of inadequacy with a 
more or less hopeless defeat of his desires, 
caused him on two separate occasions to make 
halfhearted attempts upon his own life. 


PSYCHOLOGICAL EXAMINATION 
REPORT 
CONCLUSIONS 

Neurosis (suggestive of hysteria).2 Very 
superior intellectual level. 

Although X’s interest in music and in writ- 
ing poetry, together with his more or less se- 
clusiveness, would seem to be superficially the 
schizophrenic’s flight from reality, it is be- 
lieved from his behavior on the Rorschach and 
on a battery of tests that the dynamics for 
these tendencies arise from an entirely differ- 
ent source. 

The patient’s outstanding characteristic is 
on the great amount of repressed but seething 
emotionality which is striving for expression. 
Although this is generally under his control, 
at times it escapes and shows itself in a 
marked impulsiveness. He shows an under- 
current of anxiety arising from a strong feel- 
ing of insecurity and frustration, with some 
tendency towards reactive depression. What 
rebellion is present, is directed against him- 
self. The overt expression of these conflicting 
forces takes the form of idealism and a driv- 
ing desire to serve humanity. The failure of 
people to measure up to his standards of them 
has given him a certain amount of cynicism 
tinged with morbidity. 

X’s insight is excellent, although he is in- 
clined to be too introspective and sensitive. He 
possesses much genuine creative ability, which 


2It will be of interest to note here that our 
very able psychiatrist confirmed the above 
findings of the report, with his diagnosis of 
Neurosis with Hysterical and Reactive De- 
pression Features, from his own independent 
examination of this patient. 
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to date has had little or no means of utiliza- 
tion. (Some of the impromptu original poetry 
written during the examination was rather 
good.) It is his ambition to write, or to be- 
come a newspaper reporter. 

ANALYSIS OF PSYCHOLOGICAL EXAMINATION 

Behavior during examination.—X was alert, 
very tense, friendly, and frank about himself. 
His ability to express himself was excellent. 
He took himself very seriously. Despite his 
pleasant manner, his thoughts had a cynical 
and morbid tinge. He was impulsive, but was 
able to control his impulsiveness generally. He 
was introspective, very sensitive, and gave the 
impression of being unstable emotionally at 
times. Occasionally he seemed slightly effemi- 
nate. He was persevering on the tests and en- 
joyed them. Occasionally he unconsciously re- 
vealed his need for normal affection. 

Rorschach Test.—This was one of a neu- 
rotic. There were very few, if actually any, 
characteristics of a schizophrenic. A superior 
intellectual ability was accompanied with a 
strong drive towards achievement and genuine 
creative ability. He formed a few, but deep, 
human attachments. The outstanding charac- 
teristic of this Rorschach was the great amount 
of suppressed, and often immature, emotional- 
ity which was striving for expression. Al- 
though this was usually under his control, it 
did escape at times. 

There was anxiety, much insecurity, and 
some tendency towards depression. He indi- 
cated an awareness of a sense of morbidity, 
as well as a knowledge of his above mentioned 
traits. There was no indication of a sexual 
conflict or preoccupation. 

The primary problem appeared to be a re- 
bellion, an aggression, which was directed 
chiefly against himself because of a lack of 
self-confidence and much frustration. 

Bellevue Intelligence Scale.—Verbal 1.Q.— 
134; performance IQ—140; composite IQ— 
137. 

Intellect was at a Very Superior level. There 
was no indication of a schizoid pattern. Both 
General Comprehension and General Informa- 
tion were those of a superior intelligence. 
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Mental and motor reactions were rapid. Ex- 
cellent reasoning, abstract learning ability, 
memory and mental control were demonstrated. 

Gestalt and Army Designs.—No apparent 
defect was noted. 

Goodenough Drawing.—The chief charac- 
teristics exhibited in this drawing of a man 
were those of insecurity and repression. From 
the emphasis which was laid upon hearing, 
seeing, and speaking, it was evident that he 
was both keenly aware and reactive to his en- 
vironment. 

Tendler Emotional Index.—The results on 
this test were indicative of immaturity, ego- 
centricity, and a great sensitivity. A strong 
wish for affection was indicated. It portrayed 
an idealist and a champion of the under-dog. 


SUMMARY 


We wish to stress by reiteration, that 
our aim is for flexibility in our batter- 
ies of tests, which will give us efficient 
instruments not only for the attainment 
of an accurate and comprehensive 
knowledge of each patient, but which 
may be administered within our limited 
time allowance. To this end, we are 
carefully and constantly experimenting 
with new tests which may be an im- 
provement on our former methods. At 
the present time we are anticipating 
with keen interest the further develop- 
ment of Grace Arthur’s recent “Nonver- 
bal Test of Logical Thinking” and Dr. 
Wertham’s “Mosaic Test,” which we be- 
lieve may possess good clinical possi- 
bilities,* 

3 [For a discussion of this test see Grace Ar- 
thur, “A Nonverbal Test of Logical Thinking,” 


JOURNAL OF CONSULTING PsycHOLoGy, 1944, 8 
(1): 33-34.—EpITorR.] 

4“A Differential-Diagnostic Method of In- 
terpreting Mosaics and Colored Block De- 


signs,” American Journal of Psychiatry, 1941, 
98, No. 1, July. 


PSYCHOLOGICAL SERVICES IN STATE HOSPITALS 
FOR THE MENTALLY ILL 


By PHYLLIS WITTMAN, PH.D. 
EIGIN STATE HOSPITAL, ELGIN, ILLINOIS 


SYCHOLOGICAL services in state 

hospitals can be divided roughly 
into four parts: (1) routine psycho- 
metrics, for both patient and employee 
personnel, (2) interpretation and analy- 
sis of psychological test results, (3) 
teaching projects, and (4) research. 


Routine psychometrics 

Psychological tests, although not in- 
dispensable in the state hospital routine, 
tend, if properly interpreted, to give a 
picture of the present level of function- 
ing of the patient and to a precision 
otherwise lacking in clinical observa- 
tion. The more complete one’s under- 
standing of a given patient, the more 
accurate the diagnosis and prognosis 
and, consequently, the more adequate 
the treatment. 

Psychological service begins when the 
patient first comes into the state hospi- 
tal. It is important to get a picture of 
the patient’s level of mental function- 
ing when he enters, as a basis upon 
which to measure any subsequent 
change. In addition, an initial psycho- 
metric examination, when carefully in- 
terpreted, weeds out those cases in 
whom a question of mental deficiency, 
mental deterioration or level of abstract 
thinking needs to be investigated spe- 
cifically. An initial psychometric also 
discovers those whose level of ability 
and co-operativeness is such that they 
can be given questionnaires of tempera- 
ment, personality type, vocational in- 


terests, aptitudes, attitudes, and adjust- 
ments, and so forth [8]. 

Beside being used as a selective de- 
vice, an initial psychometric can also 
take over the function previously served 
by the “tests of mental sensorium”’ usu- 
ally included in the staff physician’s 
mental examination. 

The rationale developed for this use 
of psychological tests includes the 
following points: to insure permanent 
statistical records for present evalua- 
tion and for future research; to estab- 
lish a system of norms—so that each 
patient’s performance can be compared 
with that of others in the same sex, age 
and diagnostic categories; to use these 
data for studies in which other patient’s 
mental efficiency levels or previous men- 
tal efficiency levels of the same patient 
are needed; to use the test material un- 
familiar to the subject and too diverse to 
permit knowledge of the test to be passed 
on from one patient to another ; to achieve 
quantitative as well as qualitative meas- 
ures; to express levels of ability in nu- 
merical terms which can be handled sta- 
tistically rather than in vague and sub- 
jectively descriptive terms; and, finally, 
to use standardized tests and test tech- 
niques in order that test material and its 
presentation may be identical for each 
patient. 

The more completely an abstraction 
can be broken down into component 
parts, the more analytic and hence re- 
liable the resultant evaluation will be. 
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Consequently, for state hospital use rat- 
ing scales breaking down into their 
component parts such general concepts 
as “co-operation in test situation” and 
“behavior” are essential. 

With psychotic subjects in the psy- 
chological test situation some means of 
estimating adequately the degree of co- 
operation and rapport is needed. There 
are degrees of co-operativeness, inter- 
est, motivation, and so forth, that the 
patient shows in the test situation and 
an abstract and highly subjective eval- 
uation such as co-operation—good, fair 
or poor, as the case may be—is not suf- 
ficient. An evaluation of test reaction 
should be considered a part of any and 
all psychological test reports on state 
hospital patients. A “test reaction 
score” is, in fact, more important than 
are the test results themselves, because 
it indicates whether these test results 
may be considered significant or not. 

Psychometric results may differ 
markedly from the psychiatrist’s eval- 
uation of a given case (upon admission 
for instance, or after therapy, or before 
parole) due primarily to difference in 
emphasis and viewpoint. The psychia- 
trist gives an over-all evaluation stress- 
ing perhaps the behavior of the patient, 
while the usual psychometric test re- 
sults are limited to an evaluation of gen- 
eral and specific mental efficiencies and 
reaction to the test situation. This diffi- 
culty may be partially overcome (for 
example in comparing test results be- 
fore and after therapy with the psychia- 
trist’s evaluation of therapy) by the 
use of a behavior rating scale as a rou- 
tine procedure. With the use of such a 
scale and with the co-operation of the 
nursing and medical staffs in using the 
scale, comparable evaluations of the pa- 
tient’s behavior levels before and after 
therapy are obtained. 

Administration of tests of general 


and specific function—such as general 
intelligence, concrete performance, man- 
ual dexterity, abstract thinking, concept 
formation, tests of educational achieve- 
ment and tests of psychomotor skills— 
are included in psychological services 
although they cannot be given routinely 
to all patients in the large state hospi- 
tals. However, Harrower - Erickson’s 
Multiple Choice Modification of the Ror- 
schach can be used easily along with 
the initial psychometric [2]. This modi- 
fication does not take the place of the 
regular Rorschach, of course, which can 
be used with selected patients very 
nicely. 

The various questionnaires common- 
ly used to measure temperament and 
personality are not, to date, as valid or 
reliable as intelligence measures. When 
given to a co-operative patient, however, 
the results may be of both diagnostic 
and prognostic significance. There is 
increasingly emphasis being placed on 
prepsychotic personality factors as in- 
fluencing the psychotic picture [5]. 
With the functional psychoses, the im- 
portance of personality type as related 
to psychosis type (as depressed, gran- 
diose, schizophrenic, and so forth) ap- 
pears to be more closely correlated to 
personality factors than to the type of 
organic pathology. 

A large number of experimental stud- 
ies have also stressed the importance of 
personality and temperament factors in 
determining prognosis [4, 6]. The im- 
portance of these factors has been found 
to be extremely significant in the many 
empirical studies made on prognosis in 
the “functional” psychoses (particular- 
ly schizophrenia) [1]. Consequently 
studies of personality and temperament 
as etiologic factors related to both psy- 
chosis type and prognosis should be 
considered an essential part of psycho- 
logical services in the state hospital. 
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Such questionnaires of personality 
type, temperament and adjustment lev- 
els can also be used to give definite 
“leads” for further investigation in an 
individual patient. They also afford a 
check on the description of personality 
given in the social service history and 
the patients’ own evaluation of his per- 
sonality given to the physician during 
the mental examination. 

Much progress has been made, espe- 
cially within the last few years, in the 
measurement of vocational interests and 
aptitudes and these tests are of use in 
the study of selected cases among the 
state hospital patient personnel. The 
interpretation of such test results can 
be of value in assigning patients to spe- 
cific occupational or industrial positions 
within the hospital. They are also need- 
ed for patients who are to be paroled 
or discharged from the institution. It 
would seem that a patient who is placed 
in a job suited to his interests and abil- 
ities has a much better chance of ad- 
justing extramurally than one who is 
placed in any position that happens to 
be available. If the patient is definitely 
unsuited to the type of work in which 
he is placed the ensuing occupational 
maladjustment may even result in his 
return to the institution. 

To sum up, the well organized and 
standardized psychometric routine in 
the state hospital includes all of the fol- 
lowing services: 

1. An initial examination of all 
newly admitted or returned patients 
within the first week or ten days at the 
most. The only exceptions should be 
those patients too ill physically to war- 
rant such an interview. All co-opera- 
tive, or even fairly co-operative, pa- 
tients should be given one form of an 
initial psychometric (a scale prepared 
for this specific purpose with alternate 
forms), and a behavior rating scale 
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should be filled out by the psychologist 
with the assistance of the charge nurse 
or attendant on the receiving ward. 
Even for those patients, or especially 
for those patients, too disturbed to be 
given an initial psychometric, a behav- 
ior rating is needed. This gives a pic- 
ture of the patient at the time he enters 
the institution that can be compared di- 
rectly with the behavior ratings secured 
at other times, that is, before and after 
therapy of any or various sorts, before 
parole, after parole and in the com- 
munity clinic, and so forth. 

2. Careful check of the initial psy- 
chometric must be made by the psychol- 
ogist to weed out those cases that need 
specific evaluations of either intelligence 
level, deterioration, or of disproportion- 
ate levels of efficiency functioning. The 
results of the Wechsler Bellevue Scale 
of Adult Intelligence or the original 
Rorschach or the Babcock, Hunt and 
Shipley Scales of Deterioration, or a 
battery of abstract thinking tests or 
other specific tests may have a differen- 
tial significance for individual cases 
that will be of definite value to the di- 
agnostic staff. 

3. Evaluation of the test reaction 
rating for each patient—this should be 
a part of every psychological test given 
to psychotics—and of educational level, 
will indicate for the psychologist which 
patients may be given a battery of ques- 
tionnaires of personality type, tempera- 
ment and adjustment levels. All pa- 
tients who are co-operative enough to 
fill out such a scale and are able to un- 
derstand the questions should be given 
these questionnaires to fill out. (Evalu- 
ations of whether the results will be re- 
liable or not can only be made on the 
basis of the questionnaire results, not 
by guessing.) The scoring of these 
paper-and-pencil tests is a time con- 
suming routine and in the efficiently 
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functioning psychology department 
should be turned over to a clerk or to a 
carefully supervised, well integrated 
and intelligent patient whose scoring 
can be trusted. The psychologist with 
experience or with the aid of an experi- 
enced staff member can usually find 
such a patient. The reliability of the 
results and the analysis of personality 
can then be made by the psychologist 
from the questionnaire scores with the 
expenditure of a very little of the psy- 
chologist’s time. This analysis must of 
course be written up in the form of 
a description of the individual patient’s 
personality. The questionnaire results 
by themselves, unless interpreted, would 
be meaningless at diagnostic staff. 
Analysis of such data can be of both 
diagnostic and prognostic significance 
and should be considered part of the 
psychometric routine in the state hospi- 
tal. 

4. Objective evaluations of therapy 
can be obtained by comparing the in- 
itial psychometric test data and behav- 
ior ratings before therapy with com- 
parable test data and ratings after 
therapy [7]. This also needs to be con- 
sidered a part of the psychometric rou- 
tine. A picture of the patient can be se- 
cured at any given time and this used 
for comparative purposes at any later 
date, months or even years later, and 
will not be affected by the length of 
time elapsed. This is important because 
unless the therapist has some such pic- 
ture before the therapy data he must 
depend upon his remembrance of the 
patient as he was several months previ- 
ous to the time therapy was instituted. 
Such a memory may be distorted by a 
number of subjective factors, by halo 
effect, by retrospective falsification and 
by the magnitude of the change itself 
as compared with the absolute value of 
the patient’s level before therapy. An 
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evaluation of therapy results cannot be 
made by evaluating the patient’s condi- 
tion after therapy; it is the change in 
his condition following therapy as com- 
pared with before therapy that is sig- 
nificant. 

5. Evaluation of the effects of hos- 
pitalization and any accompanying 
treatment should also be made a part 
of the state hospital psychologist’s rou- 
tine. Comparison of the admission data 
with data at time of parole or discharge 
will give such an evaluation. The pa- 
tient who is to be brought up before 
treatment staff should also have a com- 
parison of admission test data with 
present status. In this way the staff 
will have an objective evaluation of 
change in patient’s mental efficiency 
level and personality integration, atti- 
tude and behavior at the time of im- 
provement staff presentation as com- 
pared with time of admission to the 
hospital. 

6. An evaluation of the patient’s edu- 
cational and achievement levels and vo- 
cational interests, attitudes and aptitudes 
may also be a part of the psychometric 
routine. These test techniques are such 
that they will prove of value only when 
given to quite co-operative subjects but 
the results will be of value for occupa- 
tional and social service departments, 
not only for industrial assignment with- 
in the institution but for job placement 
upon parole or discharge. 

For the state hospital psychologist to 
function efficiently in carrying out the 
psychometric program outlined above, 
his or her work must be carefully or- 
ganized. Routine for testing, and for 
getting lists of special groups to be 
tested need to be worked out. The list 
of newly admitted patients must be se- 
cured each week, the list of patients to 
be put on therapy must be available be- 
fore they are put on therapy, informa- 
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tion as to the patients taken off therapy, 
the patients to be presented at improve- 
ment staff and those who are to be pa- 
roled or discharged must be obtained. 

For the prospective attendant in the 
state hospital, psychological tests are 
also needed. The large turnover of at- 
tendant personnel in stat~ institutions, 
the lack of specific requirements for the 
position, the need for high morale 
among the group living in the hospital, 
all point to the need for some method of 
selective evaluation. Psychological test- 
ing, in itself, is far from adequate, but 
it should be found of value in selection 
and in placement, promotion or transfer 
of the attendant to various positions 
within the hospital. 


Interpretation and analysis 

Very often the duties and capabilities 
of psychometrist and psychologist are 
badly confused, or even thought of as 
synonymous. If psychological services 
in the state hospital cover routine psy- 
chometrics only, only the services of 
psychometrists—and not psychologists 
—are required. A clinical psychologist 
is not just a “mental tester” who turns 
out psychological test results and goes 
no further. That is the function of a 
psychometrist. A comparable picture 
would be a physician who did one physi- 
cal examination after another all day 
long, without interpreting his findings, 
checking on their accuracy or following 
up the cases in any way. 

If the state hospital psychologists act 
merely as psychometrists their services 
are extremely limited, but if they offer 
valuable aid in the diagnostic, prognos- 
tic and treatment functions of the state 
hospital then they are doing the work 
of clinical psychologists. The true psy- 
chologist does not merely add to the 
number of reports and test results gath- 
ered together on a certain case; these 
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test results must be interpreted and 
shown to be of value in a dynamic sense. 
Thus, the psychologist in the state hos- 
pital needs to recognize for him or her- 
self, and to demonstrate to the medical 
and other professional staffs, that psy- 
chological test findings are not an end 
in themselves but merely the means to 
an end, that is, to a better understand- 
ing of the individual patient. Used in 
this way, psychological test findings 
can contribute in a dynamic sense to an 
understanding of etiologic factors as 
well as to psychiatric diagnosis, to 
prognosis, and to the evaluation of im- 
provement following therapy or before 
parole from the institution. To do all 
this satisfactorily much depends upon 
the interpretation, analysis and synthe- 
sis of the psychological test data on each 
individual case. 


Teaching projects 

Psychological service in the state hos- 
pital includes various teaching projects. 
A qualified psychologist who has had 
training in scientific methodology, as 
well as in the various psychological dis- 
ciplines and the teaching projects for 
the professional staffs in the staff hos- 
pital should cover both these fields. The 
medical staff wants to be acquainted 
with the various types of psychological 
tests that are used routinely, and with 
the significance or lack of significance 
of the test results. In addition, modern 
psychiatry is stressing more and more 
the psychobiologic and psychoanalytic 
viewpoints so that much of the latest 
research in these fields will be of inter- 
est to the medical staff and other staffs 
oriented in the viewpoints of dynamic 
psychiatry. The psychologist’s services 
include, therefore, a responsibility for 
keeping the other professional groups 
within the hospital in touch with sig- 
nificant research in these fields. 
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Regular classes for residents and in- 
terns in various professional fields with- 
in the hospital and a modified type of 
applied psychology classes for nursing 
and attendant forces are included in 
the psychological services in the state 
hospital. 

Extramural groups may also be in- 
cluded in the teaching program. The 
modern policies of the state hospital in- 
clude a widening of the sphere of its’ 
influence to include the surrounding 
community. Thus, the psychologist’s 
work may include out-patient clinic 
service and assistance in the education- 
al programs undertaken by the institu- 
tion, 

Still another educational project, and 
a very important one, is the teaching of 
clinical and applied psychology to uni- 
versity students and the training of 
psychology interns in the practical ap- 
plication of test techniques and meth- 
ods [8]. 

The state hospital profits from such 
an affiliation since, in return for main- 
tenance at the institution, the student 
is responsible for some of the routine 
testing program and for aid in research 
projects being carried on in the depart- 
ment. The stimulus and incentive to- 
ward further advance for the state hos- 
pital resulting from such a university 
affiliation affects not only the psycho- 
logical staff but the medical, nursing 
and other special staffs as well. 

The university profits from such an 
affiliation because it broadens and en- 
riches the program offered by the psy- 
chology department; it opens a field for 
student research leading to theses ac- 
ceptable as partial credit toward mas- 
ters’ and doctors’ degrees in the field of 
psychology ; it affords the university an 
opportunity to offer the training that 
is becoming a more and more essential 
step in preparing the graduate student 
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for a position in clinical psychology. A 
recent report to the Emergency Com- 
mittee in Psychology of the National 
Research Council states, “Adequately 
supervised and criticized service as in- 
tern, either within the educational in- 
stitution for the prospective teacher of 
psychology or in school, clinic, hospital, 
factory, civic, state or federal agency 
for those who plan to devote themselves 
to psychological practice, must be con- 
sidered indispensable.” 

The individual student profits from 
such an affiliation since he receives 
course credit from the university while 
receiving this “adequately supervised 
and criticized training,” considered in- 
dispensable as a background for the 
clinical psychologist. The student is 
broadened and matured by institutional 
experience, by learning to work and live 
with people in allied professional fields, 
including physicians, psychiatrists, 
nurses, dieticians, biochemists, social 
service workers, various therapists and 
others. Also, the student accepted as an 
intern at the hospital receives an in- 
tern’s salary and maintenance at the in- 
stitution in addition to university course 
credit. Then too, the graduate student 
has the advantage of developing a the- 
sis project, collecting the data and work- 
ing up the results right on the spot 
where the material is available. 


Research projects 


Research work is a function of the 
psychological service in the state hospi- 
tal because psychological services in 
many state institutions for the mentally 
ill are still somewhat of an innovation, 
and hence need to be justified by care- 
fully controlled studies. Being a rela- 
tively new field, there are numerous 
fascinating ideas and projects to be in- 
vestigated. With research work, ours 
is an embarrassment due to the wealth 
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of projects to choose from, not the dearth 
of them. Research work also helps to 
keep the psychologist from stagnating 
as a mere “mental tester” who turns 
out psychological test results and goes 
no further. Psychological research aids 
the status of both the state hospital and 
the psychology department. In every 
institution (even the university) the in- 
stitution, as well as the individual staff 
or faculty members, are judged primar- 
ily upon research achievements and pub- 
lished work. This is equally true of the 
state hospital and it’s staff. Psychologi- 
cal research needs to be emphasized as 
research for research sake, that is, to 
increase the knowledge and understand- 
ing of abnormal and hence “normal” 
psychology. 

Effectively functioning psychological 
service has been for some time an im- 
portant part of the setup in most of the 
large, well known training institutions 
and some private institutions for care 
of the mentally ill. However, with our 
goal—the development of co-ordinated 
and standardized psychological services 
within all the state hospitals as a unit 
—we Illinois State psychologists think 
of ourselves as pioneers. 


1. 


REFERENCES 


Chase, L. S. and Silverman, S. “Prognos- 
tic Criteria in Schizophrenia, A Critical 
Survey of the Literature,” American Jour- 
nal of Psychiatry, 1941, 98 (3). 
Harrower-Erickson, M. R. “Large Scale 
Investigation with the Rorschach Method,” 
JOURNAL OF CONSULTING PSYCHOLOGY, 1943, 
7 (2): 120-26. 

Kinder, Elaine F. “An Experiment in 
Trainirg of Intern Psychologists in a State 
Institution,” Proceedings of the American 
Association on Mental Deficiency, 1938, 43 
(1): 108-14 

Langfeldt, Gabriel. “Prognosis in Schizo- 
phrenia and the Factors Influencing the 
Course of the Disease,” Acta Psychiatrica 
and Neurologica Supplementum, 1937, 13. 
Whitehorn, J. E. and Zilborg, G. “Present 
Trends in American Psychiatric Research,” 
American Journal of Psychiatry, 1938, 12 
(2): 303-12. 

Wittman, Phyllis. “A Scale For Meas- 
uring Prognosis in Schizophrenic Pa- 
tients,” Elgin Collected Papers, 1941, 4: 
20-33. 





“Mental Efficiency Levels before 
and after Shock Therapy,” Elgin Collect- 
ed Papers, 1941 and Journal of General 
Psychology, 1942, 26: 3-17. 
.“Psychometric Efficiency Levels for 
Psychotic and Age Classifications,” Jour- 
nal of Abnormal and Social Psychology, 
1948, 38 (3): 335-50. 














THE PSYCHOLOGIST IN THE PRIVATE 


MENTAL HOSPITAL 


By DAVID RAPAPORT, PH.D. 
THE MENNINGER CLINIC, TOPEKA, KANSAS 


HIS PAPER will deal with (1) 

the present status of the cliri- 
cal psychologist in the private mental 
hospital; (2) the training of psycholo- 
gists for work in the private mental 
hospital. In addition, the future situa- 
tion of the psychologist in the private 
mental hospital and the general prob- 
lem of training will be touched upon. 


I 


In order to survey the existing situa- 
tion the author sent a questionnaire to 
eighteen leading private institutions. 
Eight questionnaires were returned.’? 


1The following questions were asked: (1) 
How many psychologists are employed in your 
institution? What are their titles and stand- 
ings? (2) What is the status of the psycholo- 
gist, with or without experience, upon entering 
the employ of your institution? What provision 
for advancement is there? (3) What are the 
duties of the psychologists in your institution? 
(Testing: What is the nature of the test re- 
ports? Are they used for stating an I.Q. or 
other numerical test results, or, are they also 
clinical diagnoses? What tests are used? Ther- 
apy: What type of therapy, if any, is being 
done by psychologists?) (4) What kind of 
training and educational facilities do you 
have for psychologists in your institution? (5) 
What kind of research activities do psycholo- 
gists conduct in your institution? (6) What 
is the relationship of the psychologist to the 
psychiatric staff? Does he have a regular 
standing on the staff of the hospital? (7) Ad- 
ditional comments about the psychologist’s per- 
sonal feeling concerning his status, opportu- 
nities and limitations in his work? 


2I am grateful for their kind co-operation 
to the John Sealy Hospital of Galveston, Tex- 
as; the Westbrook Sanitorium of Richmond, 
Va.; Chestnut aS Rockville, Md.; the 
Butier Hospital of dence, R. I.; the Wau- 
watosa Sanitarium of Mil Wis.; the 
Bishop Clarkson Memorial Hospital of Omaha, 
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The responses may be summed up as 
follows: 

A. One institution employs a part- 
time psychologist who is also an instruc- 
tor in neuropsychiatry at a university; 
one institution had a psychologist until 
a year ago, when she left for a college 
teaching job; two institutions have nev- 
er had a psychologist, and in one of 
these, “the members of the staff do what 
psychological work they wish to do with 
their own patients”; four institutions 
occasionally use the psychologist of 
nearby child guidance clinics “for intel- 
ligence tests” and “occasional Rorschach 
studies.” 

B. The attitude toward clinical psy- 
chology appears favorable in these an- 
swers. The reasons given for not em- 
ploying psychologists are: “we just 
never got around to it, we hope the time 
will come’; “cannot find one”; ’we get 
all we need from the guidance-clinic 
psychologist.” In one institution where 
psychiatrists do the psychological test- 
ing the chief of staff used to be a psy- 
chologist, and the answer stresses that 
training is given in testing methods. 
Whenever mention is made of the sta- 
tus of the psychologist, it is stressed 
that he is accorded status equivalent to 
that of the psychiatrist. 

C. No therapeutic work (except in 
one case, some child guidance counsel- 
ing) is done by the psychologist, and in 





Neb.; the McLean Hospital of Belmont, Mass. ; 
and Tratelja Farms of Diamond Point, N. Y. 
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only one institution has there been any 
research carried on in clinical psychol- 
ogy. 

It is not known whether the eight re- 
turned questionnaires constitute a rep- 
resentative sample or why the other in- 
stitutions did not answer. The replies 
seem to indicate that although the atti- 
tude toward clinical psychologists is fa- 
vorable, they are rarely employed; al- 
though testing is favorably looked upon, 
its use is limited; although the profes- 
sional status of the psychologist is rec- 
ognized, his work does not include ther- 
apy and research. 

To analyze in detail the possible rea- 
sons for the situation so scantily repre- 
sented by these returns does not appear 
profitable. Perhaps the author’s per- 
sonal experiences in seeing a depart- 
ment of psychology grow up in a pri- 
vate mental hospital may contribute to 
the clarification of the situation.* 


II 


For many years this institution, em- 
ployed one psychologist; now part time, 
now full time. Originally the psycholo- 
gist worked mostly at the school for 
problem children (Southard School) of 
the institution—not only giving various 
standard tests, but also teaching and 
helping out with administration and 
with attending to children. Later, with 
the advent of tests of personality (Ror- 
schach) and experimental work in per- 
sonality (Lewin), the clinic itself be- 
came interested in having patients test- 
ed and research carried on. The atti- 
tude was: “Let us see how that can help 
us.” At first the test reports spoke a 
strange language, and it was more the 


8’ The department of psychology of the insti- 
tation with home Rn — is affiliated, em- 
pl at presen 8 psychologists, one 

stant psy st, one research assistant 
and offers, in addition, two ge intern- 
ships and one summer i 





interest in the “new,” the possible 
promise of research results, and finally 
the custom over the country of having 
some tests done—at least for the I1.Q.’s 
—that kept a psychologist employed in 
a hospital. 

The first changes occurred when the 
psychological test reports began to speak 
largely in terms familiar to psychia- 
trists. Later the psychiatrists became 
familiar with some of the specific “test” 
terms used in the reports. Thus they 
had for the first time a chance to check 
whether the tests could indicate the 
same things as clinical observation; 
whether the tests could in some instances 
help them to make up their minds about 
a case; whether the tests could uncover 
some pathology missed by observation; 
and even whether in some instances the 
tests could be correct even though con- 
tradictory to their findings. When after- 
wards some research—partly in valida- 
tion of tests, and partly in clinical prob- 
lems—started, the door for new person- 
nel and growth of the department was 
opened. Thus it appears that the devel- 
opment of the department hinged on: 
(a) the psychologist learning the facts, 
problems, theory, and terminology of the 
psychiatrist and developing his own 
knowledge of testing procedures so as 
to be able to have clinically useful find- 
ings and to be able to express those in 
a manner meaningful to the psychia- 
trist; (b) the attack, through research, 
upon problems of immediate clinical in- 
terest; (c) the educating of the psy- 
chiatrists to accept, understand and use 
the data of testing, as well as the ac- 
quainting them—in terms useful to 
them—with the systematic ways of 
looking at psychological phenomena as 
developed by some “schools” of psychol- 
ogy. To the possible implications of this 
development for the training of clinical 
psychologists we shall return later on. 
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Let us turn, however, to another facet 
of this development. This institution 
always had a great number of applica- 
tions from young psychologists who 
wanted to “intern” at the school for 
problem-children of the institution, to 
learn how to deal with such children. 
What these people had in the back of 
their minds was mostly to learn psycho- 
therapy. For many years they were ac- 
cepted. Principally there was nothing 
wrong with this; practically it was all 
wrong. Principally, here were the sick 
children, and opportunity was given to 
be with them (tutoring, playing, at- 
tending)—a golden opportunity for a 
theoretically well-grounded person to 
gather experience and to take steps to- 
ward learning how to help such chil- 
dren. Practically, a private mental in- 
stitution is not a professional school, 
and even though a few courses were 
given, they did not provide adequate 
training; the young interns generally 
did not have the background to profit 
from their experience, they had to work 
hard, and they usually felt exploited. 
Therefore these internships were dis- 
continued and a door through which 
some young psychologists hoped to en- 
ter the practice of psychotherapy was 
shut. 

The problem growing out of these ex- 
periences is: how can a psychologist be- 
come a psychotherapist? Most of the 
people we saw trying to become psycho- 
therapists—there were exceptions—had 
the urge to learn, some even had the in- 
tuitive talent it takes, but none had the 
background it takes, and none had clear- 
ly recognized that there is still no paved 
way for a psychologist to become a psy- 
chotherapist. 

Many psychologists feel that psychia- 
trists do not want psychologists to prac- 
tice psychotherapy; some even say, 


“They don’t like competition.” The ac- 
tual situation is probably that in some 
cases opposition stems from ignorance 
and intolerance, and in others it comes 
from knowing only too well what the 
training to be a psychotherapist re- 
quires and how few of the psychologists 
have it. 

Notwithstanding all this two psy- 
chologists made their way in the prac- 
tice of psychotherapy in our institution. 
To begin with, they accepted jobs other 
than therapy; they showed their mettle, 
accepted instruction, attemped to learn 
what the psychiatrist learns, accepted 
and accept still supervision of experi- 
enced psychiatrists, and thus created a 
place for themselves. 

It is the author’s opinion—though he 
is not a psychotherapist—that one does 
not become a psychotherapist merely by 
taking courses —and certainly not the 
type of courses available at present— 
nor by thinking that anyone with good 
common sense and clear reasoning can 
counsel “maladjusted” people, nor by 
disclaiming the need for psychiatric in- 
formation and attempting to apply to 
the “treatment” of maladjusted people 
the principles of a school of psychology 
which never investigated the nature of 
maladjustments. That psychiatry is a 
discipline in change does not justify a 
psychologist’s not studying the facts 
and relationships it has discovered. We 
are usually proud of our “scientific” 
training; and though it may help to- 
ward clearer thinking in the study of 
human maladjustment, such training is 
worthless in practice without clinical 
psychiatric experience. 


IV 


The future role of the private mental 
hospitals was recently analyzed by Al- 
len Gregg with great penetration. He 
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showed that hospital care is becoming 
a community responsibility and only 
those private hospitals will survive 
which have research and educational 
programs—in both these ways further- 
ing progress. For research and educa- 
tion the private mental hospital need 
the well trained and pioneering clinical 
psychologist. The place of the psycholo- 
gist both in research and education can 
best be established if he learns the prob- 
lems, needs, language and theory of the 
psychiatrist, because, first, these em- 
body the problems he is to cope with, 
and, second, it is the psychiatrist with 
whom he must collaborate in this en- 
deavor. If the psychologist has some- 
thing to offer—and the author believes 
that such is the case—he will have to 
learn how to make his contribution 
meaningful to the ones he offers it to. 

The possible implications of the ex- 
perience of the author for the training 
of clinical psychologists may be summed 
up as follows: (a) first of all, more 
studying, and in all fields and schools 
of psychology, because the problems in 
the clinical field—and even in testing 
alone—are so manifold, that all that has 
been discovered by psychological re- 
search can and should be put to use in 
understanding and solving these prob- 
lems; (b) more and varied experience 
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with people; (c) a new attitude towards 
tests, aiming not at measures in “ob- 
jective” (numerical) terms, but rather 
at obtaining qualitative as well as quan- 
titative indications which are meaning- 
ful in terms of a theory of adjustment 
and maladjustment; (d) for psycho- 
therapy-aspirants special courses should 
be set up for the teaching of modern 
psychiatry. 

There is great need for psychothera- 
pists—but only for well-equipped and 
competent ones. 


V 


Finally, we may raise again the ques- 
tion: Why do the private mental hospi- 
tals have scarcely any psychologists? 

To the author it appears that the pres- 
ent trend in psychiatry as a discipline- 
in-change is to accept clinical psychology 
and to pay at least lip service to such 
acceptance—a breach in the previous 
forbidding solid wall. It is merely a 
breach, however, and essentially the re- 
sistance is still great. This resistance is 
supported by the fact that neither has 
clinical psychology succeeded in devel- 
oping an educational program for clini- 
cal psychologists worthy of respect and 
confidence, nor have clinical psycholo- 
gists done sufficient pioneering into the 
field to “sell” their discipline and them- 
selves. These are the two great tasks 
challenging clinical psychology today. 
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By EMMETT L. SCHOTT, PH.D. 
HENRY FORD HOSPITAL, DETROIT, MICHIGAN 


\HIS RESPONSE to the request for 
a contribution to the discussion of 
“The Psychologist in the Hospital” will 
be drawn chiefly from experience in a 
large general hospital where the writer 
has worked for eighteen years. The 
general hospital offers a wide range of 
work to the clinical psychologist. The 
variety of psychological problems en- 
countered in a general hospital may 
cover the full gamut of psychology as 
applied to human beings, therefore the 
work is not monotonous. However, the 
well qualified psychologist, who plans to 
undertake such work needs to be trained 
in everything psychological. 

Although employed on the regular 
professional staff of the Neuropsychia- 
tric Division of the hospital, our work 
is not limited to any one department or 
division of the organization. Consulta- 
tion services are exchanged, on request, 
between the six divisions of the depart- 
ment of medicine, the eight divisions of 
the department of surgery, and the de- 
partment of pediatrics, or any of the 
other special departments, such as den- 
tistry. The majority of requests that 
come to us for psychological consulta- 
tion service outside of our own division 
are from the departmnt of pediatrics, 
but not infrequently are they received 
from the division of general medicine, 
dermatology, metabolism, neurosurgery, 
or gynecology and obstetrics. Details of 
the functioning of our division of neuro- 
psychiatry and the treatment of mental 
diseases in a general hospital have 
been discussed elsewhere by Heldt [8 


and 9]. Hence, we need only make ref- 
erence here to the fact that the psy- 
chologist fits into this picture of both 
inpatient and outpatient service the 
same as any other member of the pro- 
fessional staff. 

For purposes of more specific think- 
ing and teaching we have customarily 
divided the psychological work into 
four main groups. Each of these has 
many subdivisions or types of work may 
vary with the individual patient under 
consideration. On the basis of data giv- 
en by three different psychologists in 
our hospital situation, an estimate has 
been made of the approximate amount 
of time spent in the different areas of 
work. This estimate is meant to include 
the writing or dictating of notes or re- 
ports in addition to the time spent in 
the special activity indicated by the 
wording. The four groups and these es- 
timates are as follows: 














TABLE I 
WorxK or HOSPITAL PSYCHOLOGIST 
Per cent of 
Type of work time spent 
1. Interviewing 40 
2. Therapy 30 
8. Testing ... 25 
4. Miscellaneous .... 5 
Total 100 





Interviewing in regard to a given 
case may begin with the patient or his 
parents if he is a young child. If he is 
an adolescent, in a state of rebellion or 
attempted emancipation, we often find 
it best to see the patient first lest he 














, 
) 
5 
4 
r 
nh 
S 
t 
f 
e 
>» 
n 
e 
3- 
at 


en 
is 

is 
or 
nd 
he 











THE PSYCHOLOGIST IN THE GENERAL HOSPITAL 303 


feel that the parents will condition us 
unfavorably against him, which of 
course would increase the difficulty of 
establishing rapport. Talking to other 
interested individuals such as relatives 
of the patient, teachers, employers, or 
agency workers, in person or by tele- 
phone, may be a part of outlining the 
major psychological problem and its re- 
lated phases. Whether or not we have 
a medical and psychiatric case history, 
the psychologist may pick up from in- 
terviews such as these the key to the 
psychological diagnosis and the leads to 
his treatment and adjustment of the pa- 
tient. Once this is done he may use any 
of the special techniques or formal tests 
and scales that seem indicated to give 
a more specific and definite limit to 
phases of the patient’s problems. Then 
a number of subsequent contacts or vis- 
its may be needed to modify the pa- 
tient’s behavior or plan changes in his 
environment. As part of his therapeu- 
tic work, the psychologist also may en- 
ter into special training or remedial 
teaching fields such as speech correction 
and working with children or adults 
who have certain reading “disabilities.” 
For some psychologists the field of 
therapy seems to be quite limited, but 
outside of strictly surgical or medical 
matters we have not found this to be 
true. Beyond our own range of remedi- 
al work and suggestions on management 
of a given problem, we make liberal 
use of appropriate reading material for 
patients and their families. Some par- 
ents may find most helpful one of the 
older books such as Thom [23]. Again, 
choosing for other parents we might 
suggest the one by Hohman [10]. In the 
field of sex matters and sex information 
for parents, children, and young people 
we have found much use for the series 
by Rice [12]. For specific details which 
need to be carefully re-emphasized 


adults with marital problems will prof- 
it by reading some such book as The Sex 
Factor in Marriage by Wright [25]. For 
a more genera discussion we find our- 
selves frequently referring patients to 
Intelligent Living by Riggs [13]. On 
the other hand, if the psychologist 
wants to get an enlightening picture of 
patients as they see themselves he may 
need to familiarize himself with a vari- 
ety of published material such as The 
Ogden Nash Pocket Book [11], recently 
current on most news stands. From this 
little collection of verse we might cite 
two striking clinical pictures. One, that 
of the neglected wife who saw in The 
Seven Spiritual Ages of Mrs. Marma- 
duke Moore her own life history as far 
as it had gone; the other, that of the 
bachelor uncle who thought we must 
read To a Smali Boy Standing on My 
Shoes While I Am Wearing Them, if we 
were to understand some of his inner- 
most feelings and thoughts. 

A list of all of the achievement, ad- 
justment, aphasia, aptitude, intelligence, 
and other special tests used regularly 
would resemble a fair sized catalogue. 
Hence, we shall mention only that of 
all the numerous tests needed for chil- 
dren and adults of all ages who present 
a variety of problems, we find that the 
one most frequently used at present is 
the Revised Stanford-Binet Intelligence 
Scale, Form L. For group examinations 
of student nurses [18] or other appli- 
cants, or for certain patients on whom 
a general rating will suffice, we usually 
give one of the forms of the Otis Self- 
Administering Tests of Mental Ability. 
In the personality field [19] the Student 
and Adult Forms of the Bell Adjust- 
ment Inventory are currently used more 
than any of the others. Since not all 
patients who come in, or are referred, 
for psychological service, can or need 
be given formal tests, we have come to 
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rely upon clinical psychological obser- 
vations for much that experience in 
testing enables us to infer from the be- 
havior of patients. Whether or not in 
these days we always find time to use 
one of the formal behavior rating scales, 
such as that described by Baker and 
Traphagen [4], familiarity with their 
use is a definite asset. In the hospital 
clinic the psychologist must decide when 
to sacrifice some of the objectivity that 
tests might lend for some of the immedi- 
ate opportunity for mental catharsis or 
treatment procedures demanded by the 
patient or his family. 

In our miscellaneous category come a 
number of items in smaller amounts. 
Administrative duties, for example, are 
minimal. However, there are such 
things as assisting the authorities in the 
School of Nursing with problems of se- 
lection of student nurses, educational 
and vocational guidance, and some of 
the adjustment problems that arise 
within the school. We also have some 
lecturing to do regularly in the classes 
for nurses and not infrequently to 
groups away from the hospital. At times 
in the last few years an added extra- 
curricular duty has been assistance with 
evaluation of selectees referred to our 
division of the hospital by the local 
draft boards. On occasions we have 
helped with annual reports for our di- 
vision. Each year we have been called 
upon to assist with the selection of hos- 
pital interns, and less frequently other 
prospective employees. Ridiculous as it 
may seem to some people in certain oth- 
er situations, the mention of research 
in the miscellaneous group is made be- 
cause in our position no definite portion 
of time has been designated for this pur- 


1The Statistical Manual {% Use of Hospi- 
tals for Mental Diseases [2] is a handy, brief 
reference for one working with psychological 
and psychiatric problems. 
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pose. As the pressure of work has 
forced us to subscrike somewhat to the 
theory that “one should make his rou- 
tine his research—or let someone else do 
it,” the latter of necessity, more often 
has become the practice. 

There are, however, some observa- 
tions which we have reported on spe- 
cial gland cases [21]; foster home chil- 
dren [20]; intellectually superior chil- 
dren with school maladjustments [17]; 
mentally exceptional adults with gener- 
al maladaptation of marked degree 
[16]; and variability of mental test 
ratings in adult psychiatric cases [15]. 
Some of the other studies equally en- 
grossing to us, but not completed for 
publication, are some preoperative and 
postoperative psychological adjustment 
problems of pseudohermaphrodites, spe- 
cial data on a selected group of draft- 
ees, family adjustment problems in 
treated cases of dementia paralytica 
who are said to be “chemically pure,” 
and possible psychological correlates of 
various types of electro-encephalograms. 

The variety of case material in our 
clinic is extensive, as shown in Table II. 
Tables III and IV will add more as to 
the special categories of patients to be 
seen as well as to the numerical fre- 
quencies in the panorama. 


TABLE II 


1.Q. DISTRIBUTION OF REVISED STANFORD-BINET 
INTELLIGENCE SCALE, Forms L AND M 
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140-49 25 
EES ORES Se 4 
160-69 2 

Total 1500 





Median = 94—; Q, = 108+; Q, = 77+ 


This table is based on 1,500 unselect- 
ed general hospital cases including per- 
sons of all ages, above two years, and 
both sexes. It represents all of the re- 
sults that we have accumulated for 
“first tests” with these two forms up to 
about March of 1944. Repeat examina- 
tions have been done in many instances, 
sometimes with other tests and some- 
times with the same ones. Various in- 
fant rating scales are used for children 
below the age of two years, as are vari- 
ous adult rating scales for certain older 
persons, or performance tests for those 
with a language handicap. 


TABLE III 


ADMISSIONS TO THE INPATIENT DEPARTMENT 
DIVISION OF NEUROPSYCHIATRY 





No.in No.in 

Diagnostic Groups 1928 1942 
Psychoneuroses ............--...------0++-- 226 254 
Borderline Conditions .................. 180 197 
Nervous Diseases and Injuries... 148 406 
Psvchoses ............ 107 892 
RII sa cticccciccccrcicinmdianiianiaih 52 82 
yee 27 33 
Mental Deficiencies ...................... 3 3 
Total . 743 1867 





This table does not include children 
referred from the Department of Pedi- 
atrics and housed on their floors, nor 
does it include persons seen only in the 
Outpatient Division. Our Neuropsychi- 
atric Inpatient Division is set up pri- 
marily for adults, but since all of these 
patients are cared for in private rooms 
there are a few children included in 
these figures. For other reports these 
diagnostic groupings are broken down 
into various detailed classifications. 
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TABLE IV 
SAMPLE UNITs OF WORK IN THE OUTPATIENT 
CLINIC DIVISION OF NEUROPSYCHIATRY 


No. in No. in 
1984 1942 
Clinic visits by patients ........ 4,840 8,861 
Formal psychometriecs ............ 267 496 
Relatives interviewed ............ 2,126 2,310 


These few sample units of work re- 
flect the growth in our division over the 
years the same as the figures for the 
Inpatient Department in Table III. In 
1934 we had only one psychologist and 
in 1942 there were two who did the for- 
mal psychometrics and other psycho- 
logical work. Likewise in those years 
there was a corresponding increase in 
the number of neurologists and psychia- 
trists. 

Necessary considerations as to train- 
ing of hospital psychologists have been 
implied throughout this discussion. To 
cover the subject completely would be 
far beyond the scope of this paper. How- 
ever, in the past few years a number 
of articles have been written on the sub- 
ject of training for psychologists, and 
in these we find much that we feel needs 
careful consideration by one planning 
to do psychological work in a hospital 
of any type. For instance, the article 
by Shakow [22] or the one by Trow and 
Smart[24], and the report of the Com- 
mittee on Professional Training in 
Clinical (Applied) Psychology [5] have 
touched on most of the aspects of train- 
ing needed. 

In a recent committee report on the 
reconstituted American Psychological 
Association ,Anderson [3] lists nineteen 
charter divisions of psychology, includ- 
ing one on military psychology, which 
is in keeping with trends of the times 
as might be noted in a number of ar- 
ticles such as that by Gramlich and 
Stouffer [7] on psychological work in 
the neuropsychiatric unit of a naval 
training station. Although hospital 
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psychologists are not mentioned as 
a separate group, their work might fit 
them into about a dozen of these nine- 
teen special divisions. The majority, 
however, would align themselves with 
the clinical, the abnormal and psycho- 
therapeutic, or the division of evalua- 
tion and measurement, which is in ac- 
cord with the findings of Darley and 
Berdie [6]. In 1940 these authors also 
pointed out that one of the largest po- 
tential sources of demand for applied 
psychologists was in the 573 public and 
private hospitals for mental diseases 
and in the 136 state and federal prisons 
in the country. We might go beyond 
this and say that in the report for 1943 
on “Hospital Service in the United 
States,” the American Medical Associa- 
tion [1] lists 6,655 hospitals of all 
types. Of these, 4,885 are general hos- 
pitals and 575 are for nervous and men- 
tal patients only. Certainly in all of these 
there would be work that a psychologist 
could handle better than anyone else. 
Some of the smaller ones might not 
have need for a full-time psychologist, 
but all of the larger general and psy- 
chiatric hospitals doubtless could use 
several. Next to the psychiatric hospi- 
tals we would expect the demand for 
psychological work to be greater where 
there are departments of pediatrics, but 
as in our own hospital, psychological 
work should have a place in all depart- 
ments. 


SUMMARY 


The work of a psychologist in a gen- 
eral hospital covers a wide variety of 
clinical material as patients of all ages 
are referred from the separate depart- 
ments. Patients seen in the Neuropsy- 
chiatric Division show deviations in ali 
degrees and in all directions from the 
psychological concept of the normal. In 
the hospital situation the emphasis is 


more upon diagnosis and therapy than 
upon testing. This is demanded by the 
patient or his relatives because tests and 
suggestions can be obtained in various 
other agencies, but the hospital staff is 
expected to supply a definitive plan of 
treatment even though we utilize re- 
ports of the work done elsewhere. In 
addition to dealing with patients the 
psychologist often is called upon to aid 
in selection and adjustment problems of 
the doctors, nurses, and other members 
of the hospital personnel. 


REFERENCES 

1. American Medical Association, Council on 
Medical Education and Hospitals, Twenty- 
Third Annual Presentation of Hospital 
Data. Hospital Service in the United 
States. Journal of the American Medical 
Association, 1944, 124 (13): 839-922. 

2. American Psychiatric Association, Com- 
mittee on Statistics, and National Com- 
mittee for Mental Hygiene, Department 
of Statistics. Statistical Manual for the 
Use of Hospitals for Mental Diseases. 
Siath Edition, Revised. Utica, New York: 
Utica State Hospitals Press, 1934. Pp. 
59. (Especially Pp. 22-34). 

3. Anderson, John E. “A Note on the Meet- 
ing of the Joint Constitutional Commii- 
tee of the APA and AAAP,” Psychologi- 
cal Bulletin, 1944, 41 (4): 235-36. 

4, Baker, Harry J., and Traphagen, Vir- 
ginia. The Diagnosis and Treatment of 
Behavior-Problem Children. New York: 
The Macmillan Co., 1987. Pp. 393. 

5. Committee on Professional Training in 
Clinical (Applied) Psychology. “Proposed 
Program of Professional Training in 
Clinical Psychology,” JOURNAL OF CON- 
SULTING PSYCHOLOGY, 1943, 7 (1): 23-26. 

6. Darley, John G., and Berdie, Ralph. “The 
Fields of Applied Psychology,” JOURNAL 
orf CONSULTING PSYCHOLOGY, 1940, 4 (2): 
41-52. 

7. Gramlich, Francis W., and Stouffer, 
George A. W. “Function of the Psychol- 
ogist in the Neuropsychiatric Unit,” Jour- 
NAL OF CONSULTING PSYCHOLOGY, 1943, 
7 (5): 211-15. 

8. Heldt, Thomas J. “The Functioning of a 
Division of Neuropsychiatry in a Gener- 











ee ee 


ne a roma 


A a ie lls: it 











THE PSYCHOLOGIST IN THE GENERAL HOSPITAL 


al Hospital,” American Journal of Psy- 

chiatry, 1927, 7 (3): 459-76. 

——. “The Treatment of Mental Dis- 
eases in a Genera! Hospital,” New York 
State Journal of Medicine, 1980, 30 (2): 
68-71. 

Hohman, Leslie B. As the Twig is Bent. 

New York: The Macmillan Co., 1940. 

Pp. 291. 

Nash, Frederic Ogden. The Ogden Nash 

Pocket Book. Philadelphia: The Black- 

stone Company, 1944. Pp. 147. (Espe- 

cially pages 109-111 and 133.) 

Rice, Thurman B. Sex Education Pam- 

phlets: 

(a) Those First Sex Questions (For the 

Parents of Very Young Children). 

Chicago: American Medical Associa- 

tion, 1940. Pp. 40. 

The Story of Life (For Boys and 

Girls of Ten Years). Chicago: 

American Medical Association, 1933. 

Pp. 36. 

(c) In Training (For Boys of High 
School Age). Chicago: American 
Medical Association, 1935. Pp. 50. 

(d) How Life Goes On and On (A Story 
for Girls of High School Age). Chi- 
cago: American Medical Association, 
1933. Pp. 44. 

(e) The Age of Romance (For Both 
Sexes of College Age or Older). Chi- 
cago: American Medical Association, 
1933. Pp. 44. 

Riggs, Austen F. Intelligent Living. Gar- 

den City, N. Y.: Doubleday, Doran & 

Co., 1929. Pp. 230. 

Schott, Emmett L. Contribution to:— 

“The Psychologist and the Mental Hospi- 

tal—_A Symposium,” Psychological Ezx- 


(b) 


15. 


16. 


17. 


18. 


19. 


21. 





307 





change, 1934, 3 (8): 106-107. 

. “Variability of Mental Ratings 
in Retests of Neuropsychiatric Cases,” 
American Journal of Psychiatry, 1930, 
10 (2): 213-27. 

. “Superior Intelligence in Pa- 
tients with Nervous and Mental Illnesses,” 
Journal of Abnormal and Social Psychol- 
ogy, 1981, 26 (1): 94-101. 

. “School Maladjustments of Some 
Mentally Superior Patients in a Psychia- 
trie Clinic,” Psychological Clinic, 1982, 
21 (3): 202-7. 

“Recent Trends in the Technique 
of Selecting Students for Schools of 
Nursing,” The Trained Nurse and Hospi- 
tal Review, 1934, 92 (6): 561-66. 
“Personality Tests in Clinical 
Practice,” Journal of Abnormal and So- 
cial Psychology, 1987, 32 (2): 236-39. 
“IQ Changes in Foster Home 
Children,” Journal of Applied Psychol- 
ogy, 1987, 21 (1): 107-12. 

. “Superior Intelligence in Patients 
with Froéhlich’s Syndrome,” Journal of 
Applied Psychology, 1988, 22 (4) : 395-99. 
Shakow, David. “The Training of the 
Clinical Psychologist,” JOURNAL OF CON- 
SULTING PSYCHOLOGY, 1942, 6 (6) : 277-88. 
Thom, Douglas A. Everyday Problems of 
the Everyday Child. New York: D. Ap- 
pleton & Co., 1927. Pp. 350. 

Trow, William C., and Smart, Mollie S. 
“Psychologists Report Their Training 
Needs,” JOURNAL OF CONSULTING Psy- 
CHOLOGY, 1943, 7 (1): 27-40. 

Wright, Mrs. Helena. The Sex Factor in 
Marriage. New York: Vanguard Press, 
1987. Pp. 172. 





























THE PSYCHOLOGIST IN A NEUROLOGICAL HOSPITAL 


By GLADYS TALLMAN, M.A. 


THE NEUROLOGICAL INSTITUTE OF NEW YORK 


FTER having spent a quarter of 
a century as psychologist in a 
neurological hospital—The Neurologi- 
cal Institute of New York, recently a 
part of the Presbyterian Hospital at the 
Columbia-Presbyterian Medical Center 
—to write about the work of the psy- 
chologist in this type of setup should 
be an easy task. As a start it seemed 
advisable to see whether or not there 
had been additions to the known neuro- 
logical units. Search in a hospital di- 
rectory for 1937, which was the last 
complete edition found at the Academy 
of Medicine and at the Neurological In- 
stitute resulted rather sadly. In the 
first place lists of hospitals were by 
states or provinces, as Canada was in- 
cluded, and broken up into various 
groups of special hospitals. A thorough 
search through all lists headed by the 
caption “Nervous and Mental” brought 
forth only two hospitals using the term, 
“neurological.” The Neurological In- 
stitute of New York was one, and fur- 
ther investigation in the section of the 
directory in which a description of the 
hospitals was given made one realize 
that the other was, in reality, a sani- 
tarium caring mainly for psychotics, 
drug addicts and alcoholics. 

Whatever pride may have been felt 
at the rather long and imposing para- 
graphs on the Neurological Institute 
was quickly dispelled when one sudden- 
ly became aware that no mention what- 
soever had been made of the psycho- 
logical service. Three main services 
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were offered—neurology, neurosurgery 
and special departments. Under the last 
named were placed “pathological and 
X-ray laboratories, diagnosis, dietetics, 
physical therapy, occupational therapy 
and social service.” One gained a dis- 
tinct feeling of being lost and of not 
belonging. Psychology belonged among 
the “special departments” and probably 
not necessarily under “diagnosis,” but 
to consider it merely overlooked seems 
safer than to guess what was in the 
mind of the person who wrote the ac- 
count. 

However, in spite of this sad awaken- 
ing, the time spent in going through the 
directory was not lost, if for no other 
reason than that one became aware that 
county asylums and poorhouses are still 
to be found as apparently one unit. The 
need for further education along mental 
hygiene lines is still present. Most of 
the institutions listed, however, were 
state hospitals, state schools for the 
mentally defective, private sanitaria for 
the psychotics and those for drug ad- 
dicts, and private schools for the men- 
tally defective. It was interesting to 
note repeated reference to “Veterans 
Administration Facility.” 

Known without the aid of the direc- 
tory and not found in it, perhaps on ac- 
count of being a unit of the Royal Vic- 
toria Hospital, is the Neurological In- 
stitute of Montreal. However, the only 
member listed in the American Psycho- 
logical Association yearbook for 1944 
as being connected with this Institute 
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is reported as head of the department 
of electrophysiology. More recent or- 
ganizations are the neuropsychiatric in- 
stitutes in connection with the Univer- 
sities of California and Illinois. More 
of these three organizations should be 
known by the writer but ignorance has 
to be acknowledged. It is known, too, 
that there are neurological services in 
both general and special local hospitals. 
However, psychologists on a full-time 
basis in voluntary or non-profit making 
(sometimes incorrectly called private) 
hospitals in New York City are practi- 
cally nonexistant and in city hospitals 
the psychologist most frequently is as- 
signed to the psychiatric services. 

The Neurological Institute has the 
largest and the oldest department of 
psychology in any of the local voluntary 
hospitals. The department is tucked 
away on the eighth floor of the Insti- 
tute building and consists of four ade- 
quately sized testing rooms and one gen- 
eral office. In the building in which 
clinics are held, one permanent office in 
which is complete test material, is as- 
signed the department. Whenever addi- 
tional clinic space is required it is made 
available. To make use of this amount 
of space are three qualified psycholo- 
gists, three externs in psychology and 
two secretaries. Thus it may be seen 
that more space could well be used. The 
Institute was opened for patients in No- 
vember 1909 and at that time was the 
only one of its kind in the country. In 
the departmental files earliest test rec- 
ords and reports go back to 1912. How- 
ever at that time and until 1921 psy- 
chology and, not philosophy as at col- 
lege, but social service were together. 
The department’s name was first social 
service, then social research, and after 
the separation, psychology laboratory 
and finally department of psychology. 
In 1929 the institute joined the Medical 


309 





Center group as an individual unit and 
in 1938 it was made a part of Presby- 
terian Hospital. To the old-timers it 
seems to have lost a bit of its individu- 
ality in this last move. However, added 
opportunities for growth and research 
are thus offered. 

The majority of patients is referred 
from the wards and private floors of the 
Institute. Referrals from anywhere in 
the Center are accepted. In the clinic 
the majority of the children is referred 
from the “epileptic” unit of Pediatrics. 
Only about 40 per cent of the depart- 
ment’s referrals are below the age of 16 
years. Many patients are sent in by 
physicians connected with the Center 
and occasionally by social agencies and 
schools. Fees are charged as an aid in 
limiting the number of referrals and as 
a source of revenue. 

The work of the department has al- 
ways been (a) the giving of tests to 
determine ability, to investigate emo- 
tional difficulties and to establish per- 
sonality patterns, (b) the collecting of 
material for research and publication, 
and (c) until recently, the giving of 
remedial training in academic subjects. 
Pressure of work, partly due to a gen- 
eral increase in number of patients and 
partly due to an increase in interest in 
personality patterns, has crowded out 
this form of what certainly may be 
called “therapy,” as many behavior 
problems are caused by inability to 
make satisfactory headway in school. 
“Psychological therapy” is not done. 
This, of course, would be out of place 
in a medical setup. Perhaps because of 
this reporter’s work experience, the de- 
cision that such therapy should not be 
undertaken by any clinical psychologist 
who has not had considerable medical 
training is very definite. A littie knowl- 
edge is most certainly a dangerous thing 
in this respect. Actual testing experi- 








































ence with neurological patients added to 
attendance at clinical conferences and 
medical or neurological examinations 
makes one appreciate the limitations of 
the psychologist who equips himself for 
applied work from text books. Classi- 
cal cases, such as are reported for study, 
seem rarely to occur. Research has al- 
ways been an aim of the department 
but the staff has never been large 
enough to do more than meet the de- 
mand for current requests for examina- 
tions. 

Patients of all ages are referred for 
testing. Recently within a few days of 
each other were referred a prematurely 
born 28-day-old infant and an 83-year- 
old man. The majority of the tiny in- 
fants presents physical problems. Per- 
haps the child is hydrocephalic and the 
question of whether or not to operate is 
being considered. The neurosurgeon is 
interested in knowing, as far as possible, 
the developmental level of the patient. 
A small group of these children are be- 
ing followed in the department, being 
referred back annually for check up. 
Perhaps the child has had a meningitis, 
an encaphalitis or a birth injury. Then 
the purpose of the test is to obtain an 
idea of what damage may have been 
done or perhaps to obtain a record as a 
basis for future testing. Older patients 
are sometimes referred for the investi- 
gation of their functioning level or for 
determination of their behavior pat- 
terns. 

The investigation of personality and 
of emotional problems is becoming more 
and more a function of the department. 
With the acknowledgment of the Ror- 
schach method as a diagnostic aid the 
clinical psychologist has added another 
tool. That the Rorschach Research Ex- 
change made its crude initial bow 
through the efforts of the four psychol- 
ogists of the Neurological Institute to- 
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gether with those of Dr. Bruno Klop- 
fer and Dr. Zigmunt Piotrowski might 
be worth mentioning. Certainly in the 
eight years that this publication has 
been in existence the medical attitude 
toward this method has changed from 
one of skepticism to one of marked in- 
terest. 

The problems sent for investigation 
change with medical advance. For in- 
stance, previous to the new technique of 
surgical interference in the hydroce- 
phalic infants few were referred. Now 
seemingly all are tested. Among other 
types of patients referred by the neuro- 
surgeons are those having brain tumors 
and head injuries resulting in convul- 
sions or peculiar behavior disorders. 
Testing is also frequently done before 
and following lobectomies, lobotomies 
and other surgery for miscellaneous 
conditions such as intractable pain. 
Sometimes the problem almost seems to 
be, is the pain a real one, or is the pa- 
tient in such condition that he is un- 
able to have perspective for his diffi- 
culty? In other words, is the condition 
a functional or an organic one in the 
neurological use of the terms? All forms 
of convulsive disorders are seen and 
frequently checked at the time of 
changes in medication or changes in 
type of convulsion. Not to make this a 
list of neurological ills, patients to be ex- 
pected could be grouped as (a) infecti- 
ous, under which would be encephalitis, 
cerebral spinal lues, and such; (b) post- 
infectious; (c) vascular, under which 
would be hemorrhages, hematoma, em- 
bolisms; and (d) degenerative, under 
which would be Alzheimer’s Disease, 
Pick’s Disease and others where clini- 
cal eteologies are unknown. 

Behavior disorders of all types and 
all ages form a considerable portion of 
the case load. These are considered as 
belonging to the neurological setup. As 




















a matter of fact most of the neurolo- 
gists are also recognized psychiatrists 
so that an occasional patient with an 
established psychosis is referred for 
psychological investigation. 

With this wide variety in types of 
patients the work does not become bor- 
ing. Recognition of new neurological 
conditions creates the need for the psy- 
chologist to continue to grow in order 
to keep pace with medical findings. The 
possibility of devising psychological pat- 
terns which fit in with these medical 
findings is ever in mind if psychology 
is to continue to be a diagnostic tool. 

The training of the psychologist for 
service in a neurological hospital should 
be no different from that of any clinical 
psychologist. There is a question as to 
whether a student should be encouraged 
to weight his program with psychology 
courses while still an undergraduate. 
To major in psychology is not particu- 
larly advised. As broad a cultural back- 
ground as possible is most necessary. 
The undergraduate is frequently too im- 
mature to gain a great deal from courses 
in clinical psychology, and one probably 
learns the material more quickly and 
with more understanding when at the 
graduate level. On the job a younger 
person is at a distinct disadvantage 
when working with older patients. Fre- 
quently the patient resents a young ex- 
aminer and occasionally takes the up- 
per hand in the test situation, much to 
the embarrassment of the examiner. 
With elementary school-age children the 
younger person perhaps has some ad- 


THE PSYCHOLOGIST IN A NEUROLOGICAL HOSPITAL 


$11 





vantage. Before courses in testing 
should be taken those in experimental 
psychology, physiological psychology, 
psychological statistics and survey 
courses having to do with the devising 
and standardization of various types of 
tests. 

A full-year course in clinical tech- 
niques taken along with one in neuro- 
anatomy should then make the student 
ready for an internship or externship. 
This experience should last at least a full 
year. He should then be ready for em- 
ployment in a clinic or hospital under 
direct supervision of a senior psycholo- 
gist for at least another year before ac- 
cepting a position in which he would be 
the only clinical psychologist. Not so 
long ago no courses in clinical testing 
were given in colleges. The would-be 
psychologist had to start training on 
sort of an apprentice basis after having 
taken courses in experimental, physio- 
logical and perhaps all the other psy- 
chological courses the college had to of- 
fer. Medicine went through this period 
as have the other professions. Today 
courses in the training of clinical psy- 
chologists are fairly well mapped out. 
Arrangements with colleges whereby 
externs and interns would receive aca- 
demic credit for this type of work would 
be most helpful to the profession in se- 
curing promising students. At least a 
year as intern or extern is necessary, 
as completion of class-room work alone, 
even though it include courses in test- 
ing, does not automatically create a 
clinical psychologist. 
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SYCHOLOGICAL practice in the 
care of the organically ill has been 
recognized for centuries. The great 
physicians of ancient Greece saw clear- 
ly the potential relationships between 
mind and body in disease. An apprecia- 
tion of the values and use of psychologi- 
cal techniques for examination and 
therapy among the somatically ill with 
nonpathological mental problems is a 
comparatively recent development. Psy- 
chological practice is now engaged upon 
extending its theory and techniques in 
aiding the physically sick to recover and 
return to a normal life. 

The military situation has served to 
increase the previously existing dearth 
of psychologists engaged in profession- 
al duties within hospitals for the tuber- 
culous as well as in other types of in- 
stitutions caring for the chronically ill. 
Hardly more than a score of psycholo- 
gists are engaged in psychological prac- 
tice related to somatic disease. Beside 
the withdrawal of psychologists to ac- 
tivities connected with the war, another 
factor that has served to limit the num- 
ber of psychologists working with the 
tuberculous and allied diseases is the 
lack of adequate opportunities for train- 
ing. Another is the failure of psycholo- 
gists to recognize the professional op- 
portunities to be found in such a career. 

Organismic concepts concerned with 
the individual in his environment are 
taking the place of older ideas in the 


handling of the physically ill. Medical 
men such as Foster Kennedy, have com- 
plained that modern psychology fails to 
recognize that man is an integral part 
of his total environment. This criticism 
is justified when applied to the labora- 
tory psychologist who creates his ex- 
perimental environment, but not for the 
clinical psychologist working in somatic 
diseases who is thoroughly aware of the 
importance of the environment and the 
social mileu in its effects on the indi- 
vidual. The interrelation between men- 
tal and physical elements in organic dis- 
ease are so thoroughly recognized that 
the name psychosomatic medicine has 
been coined by psychological and medi- 
cal practitioners for their combined 
procedures in physical diseases. 

It is the purpose of this article to pre- 
sent the more significant aspects of psy- 
chological programs in hospitals and 
sanitoria caring for the tuberculosis. 
Small in numbers though they may be, 
these programs are representative of 
the pioneer efforts to use psychology as 
an adjunct to medical treatment of one 
of the organic diseases. Similar proce- 
dure is, of course, applicable to many 
types of chronic, and even many of the 
more prolonged acute physical ailments 
to which men fall heir. All of them ap- 
pear interesting examples and guides 
for a logical expansion of the role which 
the psychologist may play in psychoso- 
matic medicine. 
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TYPES OF SERVICE 


There is no fixed policy of administra- 
tion of psychological services in hospi- 
tals for somatic disease, but the setup 
usually conforms to one of the follow- 
ing two types of organization. 


Psychometric functions——The more 
common administrative scheme is one 
in which the psychologist examines for 
mental capacity, personality character- 
istics, vocational interests, and apti- 
tudes, upon request of the physician, 
occupational therapist, and others who 
are responsible for therapy. The psy- 
chologist who performs this service 
must possess skill in the use of test ma- 
terial, adaptability to the hospital en- 
vironment, ingenuity in fitting the tests 
selected to the exigencies of the sick- 
room, and a personality which stimu- 
lates the sick individual to react willing- 
ly and with attention. Only occasionally 
is he likely to be called upon to assist 
in the analysis and interpretation of his 
examination results. Generally this is 
done by the physician or some other 
practitioner. A psychologist with a year 
or two of hospital experience should be 
well equipped to meet these specialized 
demands. For internships, a master’s 
degree in psychology, or its equivalent, 
is considered adequate theoretical train- 
ing, providing proper specialization in 
testing is gained. 

Therapeutic service.—The second ad- 
ministrative setup calls for a clinical 
psychologist with a doctor’s degree in 
psychology and about five years’ experi- 
ence in a hospital dealing with the 
acutely and chronically ill. Generally he 
is required to administer, and perhaps 
organize, a psychological service depart- 
ment in the hospital or sanitarium. He 
makes psychological examinations as 
they are needed, analyzes their results 
and makes recommendations. In con- 
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sultation with the physicians of the hos- 
pital staff, and as required with social 
worker, librarian and occupational ther- 
apist, he formulates a program of psy- 
chological therapy designed to aid the 
patient to recover, to remain well after 
discharge, and to attain socioeconomic 
independence and stability. In some 
hospitals the psychologist may be re- 
sponsible for the direction of the occu- 
pational therapy department, and of the 
library and other rehabilitation services. 
While positions of this type are relative- 
ly few, expansion of such opportunities 
is anticipated due to increase in interest 
in the mental rehabilitation of the 
physically ill. 


PROBLEMS OF TEST ADMINISTRATION 


Adapting the test procedures.—The 
attainment of the goal of psychological 
examination in practice with those suf- 
fering from physical diseases will de- 
pend upon the success with which the 
psychologist is able to overcome certain 
basic difficulties. Somatic illness fre- 
quently requires that the patient refrain 
from any activity. Thus the psycholo- 
gist must find out as much as possible 
about his subject while causing him lit- 
tle physical exertion. This often re- 
quires considerable ingenuity. Also, the 
psychologist must evaluate the psycho- 
logical effects of confinement in bed and 
medical treatment. These effects are sig- 
nificant in themselves and require psy- 
chological therapy. But the goal of ex- 
amination is measurement leading to ad- 
justment after discharge from the hospi- 
tal. The immediate environmental effect 
may introduce an artifact in examina- 
tion detrimental to achieving this goal. 

Another difficult problem in examina- 
tion concerns the time which may be 
utilized in testing at any single period. 
Where the subject is not available for 
examination until he is semi-ambulant 
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or ambulant, the examination can last 
an hour or longer without danger to re- 
covery. But when therapy is necessary 
early in the subject’s hospitalization 
great care must be exercised not to 
overtax his energy in examination. Fif- 
teen minute limits to test periods are 
often desirable on these occasions and 
psychological instruments cannot be 
used that do not lend themselves to com- 
pletion. 

Examination rapport is exceptionally 
difficult with subjects suffering from 
somatic diseases. The patient in sani- 
tarium or hospital is different from the 
usual subject of the psychological clinic. 
His reactions are frequently those of 
“feeling apart” from people who are 
well. Therefore the problems of estab- 
lishing rapport are exceptional. The 
psychologist can well afford to spend a 
good deal of time with the subject prior 
to examination in just getting acquaint- 
ed, beginning the examination only 
when rapport is adequate. 

Instruments of examination.—In- 
cluded in the psychological examination 
are instruments for measurement of (1) 
personality deviations by such tests and 
inventories as The Bell Adjustment In- 
ventory, The Rorschach Test and Mur- 
ray’s Thematic Apperception Test; (2) 
general intelligence by individual tests 
such as the Stanford-Binet or Wech- 
sler’s Bellevue Scale; (3) special sen- 
sory functions by tests of visual percep- 
tion, color vision, olfactory and gusta- 
tory discrimination and the like; (4) in- 
terests by such inventories as Strong’s 
Vocational Interest Blank or Kuder’s 
Preference Record: (5) educational and 
vocational achievement; (6) special ap- 
titudes, such as mechanical, musical, ar- 
tistic and manual aptitudes. 

Examination procedures.—There are 
two types of examination procedures 
for testing subjects in tuberculosis sani- 
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taria, and a similar classification can be 
expected in hospitals for all chronically 
ill. These are associated with two views 
of medical treatment: (1) no extrane- 
ous psychological activity is allowed 
during the initial period of hospitali- 
zation; (2) it is considered desirable 
that a program of psychological therapy 
suitable to the needs of the patient be 
established from the start of hospitali- 
zation and be expanded as the patient’s 
physical progress permits. This latter 
view allows concurrent psychological 
and medical therapy. 

Psychological examination after sub- 
ject is semi-ambulant.—Medical treat- 
ment is well advanced when the patient 
is semi-ambulant. Coming at this time 
the psychological examination can in- 
clude the Stanford-Binet or the Belle- 
vue-Wechsler for measurement of intel- 
ligence. Sometimes an Otis S-A or the 
Pressey Senior Classification and Verifi- 
cation Test is used for this purpose. Vo- 
cational interests are measured with the 
Strong Interest Blank or the Thurstone 
Vocational Interest Schedule which are 
scored for various occupations. The 
Bernreuter or the Bell Adjustment In- 
ventory usually completes the basic bat- 
tery of tests for this examination as a 
measure of emotional and social adjust- 
ment. After personal interviews the 
more specific characteristics of voca- 
tional aptitude are measured by any of 
the standard tests fulfilling the require- 
ments of the subject. 

Examination shortly after admission 
to the hospital_—In some instances the 
psychologist comes in contact with the 
patient within two weeks after hospital- 
ization. Certain difficulties in adjust- 
ment to the alteration in mode of life 
are usually just beginning to manifest 
themselves at this time and the primary 
task of the psychologist is to relieve 
restlessness and worry. Full use is made 
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of this opportunity to establish rapport 
and stimulate motivation for the sub- 
ject to prepare himself to earn a living 
after discharge. Following early con- 
tacts a limited psychological examina- 
tion is administered similar in scope to 
that described above. Tests are selected 
which do not overtax the subject physi- 
cally or do not require long continued 
effort. Administration of the Otis S-A 
in its short form, or the Pressey Senior 
Verification and Classification Tests is 
often the most expeditious method of 
measuring intelligence. In some in- 
stances when writing is undesirable the 
oral portions of the Bellevue-Wechsler, 
the Binet, and the Kent Emergency may 
be effectively used in the early contacts 
as a means of securing data on intelli- 
gence. Instruments measuring person- 
ality are limited to those which do not 
develop active resistance in the subject. 
The writer has found that individual 
questions on cards which can be sorted 
into “yes” and “no” piles can be adminis- 
tered with far less difficulty than is ex- 
perienced with the formal inventories. 
Aptitude testing is limited during this 
early period to simple tests, such as the 
Minnesota and Thurstone Clerical, short 
vocabulary tests, and vocational apti- 
tude measures which do not require 
much physical effort or can be per- 
formed with reasonable efficiency and 
satisfaction in bed. More extensive test- 
ing takes place as the subject’s exercise 
tolerance is increased and repeated test- 
ing with different forms determines the 
degree of return to normalcy in psy- 
chological performance. 


PSYCHOLOGICAL THERAPY 


The recommendation—Two sets of 
norms are necessary to recommenda- 
tions from the psychological examina- 
tion where physical illness is concerned: 
(1) general norms or distributions of 
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individuals with whom the subject must 
expect to compete when he returns to 
his ordinary activities for an estimate 
of success in post-sanitarium vocational 
endeavors; (2) patient norms or distri- 
butions of similar subjects that will 
yield a clearer understanding of the sit- 
uation in which are introduced psycho- 
logical alterations because of illness and 
confinement to bed. A comparison of 
the subjects’ score with the patient 
norms will minimize the possibility of 
reading into the examination results 
any temporary effects of the environ- 
ment. Recommendation from the psy- 
chological examination is made in con- 
nection with the medical examination 
where such information as the degree 
of recovery anticipated is basic. Close 
co-operative study of medical and psy- 
chological findings by physician and 
psychologist is necessary in preparing 
the recommendations for psychological 
therapy. 

Occupational therapy.—Psychologi- 
cal therapy for adults with somatic dis- 
eases necessarily takes the form of oc- 
cupational therapy, including counsel- 
ing and training. After discharge ordi- 
narily the subject will get along better 
in a vocation for which he already has 
some preparation. Frequently when he 
cannot return to his former occupation 
he can be prepared for work in a closely 
related field. Vocational guidance of 
this order is desirable so that the sub- 
ject who is in a weakened condition may 
not become emotionally distraught by 
the task of facing an unfamiliar occu- 
pation with a prolonged period of train- 
ing. A vocation that will require a mini- 
mum amount of time for training after 
discharge and which will fit in best with 
the subject’s qualifications is the ideal 
to be sought. Occasionally some radical 
departure from this philosophy is nec- 
essary ; if the subject has been unhappy 
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_ in his former occupation or if it is too 
difficult for him, a new vocation can be 
chosen which better fits his qualifica- 
tions, takes the less time in training and 
in which he may earn while learning. 

It is the need to earn while learning 
that has prompted the establishment of 
the Altro Workshop for tubercular pa- 
tients by Edward Hochhauser. This 
not only provides occupational training 
but earning opportunities during the 
period when a patient is making his 
transition from sanitarium to normal 
socioeconomic life. Each year for the 
last twenty-five years many ex-tubercu- 
Jar men and women have been placed di- 
rectly in industry following a period of 
six months to a year spent in this unusual 
sheltered workshop. The amount of oc- 
cupational exercise is gradually in- 
creased until the subject in training 
there reaches the stage where he can 
compete without difficulty with any oth- 
er worker in the vocation. Selection of 
vocation is according to psychological 
examination and training has the goal 
of efficiency with the least possible 
physical exertion. Such a procedure 
bridges the gap between the sanitarium 
and normal work life. It has set the pat- 
tern for training in similar somatic 
diseases. 

Liaison duties—The psychologist is 
required to carry on broad community 
relationships to help the patient in so- 
cial adjustment, not only while he is in 
the hospital but after discharge. Liaison 
with rehabilitation agencies, placement 
bureaus and agencies for public aid are 
necessary to an inclusive program of oc- 
cupational therapy. 


PROGRAMS IN TUBERCULOSIS SANATORIA 


One of the best examples of what psy- 
chological practice can do for those suf- 
fering from chronic somatic disease is 
found in the modern tuberculosis sana- 
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toria. Tuberculosis has come to the 
forefront in recent years as a disease in 
which psychological rehabilitation 
shares equal importance with physical 
rehabilitation. Starting from the con- 
cept that tuberculosis is a disease of the 
whole man and not merely of the respi- 
ratory system, combined medical ex- 
amination and psychological examina- 
tion has become routine practice. The 
psychologist, physician and social work- 
er collaborate in assembling the data 
necessary for a sound plan of therapy. 
The patient’s vocational history, mental 
status, personality, aptitudes and inter- 
ests in the vocational field, coupled with 
the medical and socioeconomic findings, 
are the material used in planning the 
training program. 

The medical treatment of tuberculo- 
sis is at best a long drawnout process. 
Coupled with this is the fact that the 
middle 50 per cert of men and women 
developing tuberculosis are in the sec- 
ond or early third decade of life. This 
is obviously a period that does not lend 
itself to a prescription of absolute bed 
rest, and mental maladjustment may be 
anticipated unless psychological therapy 
is applied to ease the tension. So it is 
desirable without consideration of life 
after leaving the hospital that such 
therapy take the form of vocational 
training. How much better is this ther- 
apy for recovery of health when it is di- 
rected towards economic independence 
after leaving the hospital. 

Hudson, Stanton, Hochhauser and 
many others have demonstrated the val- 
ue of psychological examination and 
therapy to sufferers from the tubercle 
bacillus by returning them to normal 
life prepared to engage in vocational 
pursuits. More individuals are able to 
regain socioeconomic stability, and re- 
commitments to sanatoria as the result 
of recurrence of the disease have been 














greatly reduced through this practice. 
Stanton emphasizes the importance of 
beginning psychological therapy with 
the tuberculous patient following dis- 
covery that he has the disease. He rec- 
ommends the use of a battery for the 
psychological examination consisting of 
an intelligence test, the Humm-Wads- 
worth Temperament Scale, and an inter- 
est inventory dealing with occupations 
considered most suitable for the tuber- 
culous (prepared by Stanton on reports 
from Federal and State sources showing 
occupations in which ex-patients were 
successfully rehabilitated). This battery 
is followed by a second of special apti- 
tude tests and measures of skills suited 
to the interests and potentialities of the 
subject. A manual on counseling by 
Holland Hudson and Rosetta van Gelder 
of the National Tuberculosis Associa- 
tion contains a wealth of data on tests 
which are most useful with both the 
bed-ridden patient and the ambulant, 
and it provides a psychograph specifi- 
cally adapted for assembiing test results 
for examination of the tuberculous. 


RESULTS OF RESEARCH 


Research concerned with psychologi- 
cal examination and therapy for the 
physically ill has been confined largely 
to tuberculous patients. Lee, and oth- 
ers have stimulated an interest in the 
use of psychological techniques as a 
means of aiding the tuberculous to se- 
cure social and vocational rehabilita- 
tion. Eloise Young has collected the 
findings of leading medical writers re- 
garding the psychological aspects of tu- 
berculosis. She points out that tubercu- 
losis by virtue of its long duration, so- 
cial stresses and financial burden, fos- 
ters distress which can best be relieved 
by a program of re-education for post- 
sanitarium life. 

Several comparisons have been made 
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of the adjustment after discharge from 
the hospital of tuberculous subjects who 
did and did not have psychological ther- 
apy. Moore reported on forty relapsed 
subjects compared with rehabilitated 
subjects. While the groups were too 
small to permit any final conclusions, 
her results indicate that the psychologi- 
cally, socially and vocationally, rehabil- 
itated patients are better off financially, 
are occupationally more secure and pre- 
sent fewer emotional difficulties after 
discharge than do those who are not 
given such aid. The California Bureau 
of Vocational Rehabilitation reports 
that 31 per cent of their tuberculosis 
patients have been rehabilitated occu- 
pationally and placed in a suitable job 
with a fair salary. Seventy-four per 
cent for the period of 1928-1936 were 
still employed in 1938. But of those for 
the same years who did not receive such 
rehabilitation only 34 per cent were still 
at work in 1938. 

The tuberculosis patient usually has 
no mental pathology. His psychological 
difficulties are temporary and are alle- 
viated by psychological therapy. A com- 
parative study of the psychological char- 
acteristics of the tuberculous and a 
healthy population shows that only in 
subjects with advanced toxic sympto- 
matology is one likely to find any signifi- 
cant deviation from the general popula- 
tion on the Otis S-A Test of Mental 
Ability. The Maller Personality Inven- 
tory revealed no evidence of any per- 
sonality changes in the tuberculous that 
cannot be explained by peculiarities of 
the sanitarium environment, social stig- 
matization, and worries resulting from 
socioeconomic stress. 

The results of research support the 
existing programs of psychological ther- 
apy for those suffering from chronic 
physical diseases, and particularly those 
taking the form of occupational guid- 
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ance and training and ending in job 
placement. 

The mental background contributing 
to and accompanying somatic disease 
has been recognized by medical doctors 
for many years. But only in the fields of 
the tuberculous, the orthopedically hand- 
icapped and those with visual and audi- 
tory deficiencies has technical psycho- 
logical aid been applied to attain the de- 
sired adjustment. This service could be 
utilized to advantage in the care of those 
suffering from many chronic somatic 
diseases, such as cardia, diabetes, the 
asthamatic and certain glandular defi- 
ciencies. The values to be attained can- 
not be overstressed when it is recog- 
nized that the sufferers are always faced 
with two serious psychological prob- 
lems, (1) the necessary adjustment to 
prolonged periods of confinement in 
bed; (2) the attainment of new ways 
and means of earning a living and re- 
claiming lost socioeconomic security. 
Most of the somatically diseased need 
to continue earning a living lest they 
become wards of charity and lose their 
self-respect and usefulness to society. 


JOURNAL OF CONSULTING PSYCHOLOGY 


Psychological examination and therapy, 
possibly resulting in a program of train- 
ing for an occupation suitable to physi- 
cal capacity, serves generally to improve 
physical as well as mental outlooks, and 
human economy results. 
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THE STATION HOSPITAL PSYCHOLOGIST 


By PETER STEVENS, M.A. 
STATION HOSPITAL, CAMP MAXEY, TEXAS 


HE PSYCHOLOGIST requires a 

broad academic and professional 
background to be able to cope with the 
many and varied problems encountered 
in clinical work in the army. For an 
evaluation of a soldier’s occupational 
background a knowledge of industrial 
and employment psychology is impor- 
tant. An understanding of military 
training problems calls for a good sci- 
entific foundation in the field of educa- 
tional psychology. Finally, an under- 
standing of medicine in general and psy- 
chiatry in particular is essential for the 
interpretation of psychological findings 
to the medical staff officers. 

Before discussing the functions and 
duties of a clinical psychologist in the 
army, it will be necessary to call atten- 
tion to some of the general differences 
between clinical psychological work in 
the army and the same kind of work in 
civilian life. Perhaps the most obvious 
difference lies in the evaluation and rec- 
ognition of the services of the psycholo- 
gist. In the army his efficiency is rated 
not only by his professional skill but 
also by his ability to be a good soldier. 
Thus the highly specialized work that 
the psychologist performs does not ex- 
cuse him from other routine military 
duties. Such duties are the drilling of 
men in the field, the responsibility for 
a barrack, the conduct of some fifty 
men who live in this barrack and the 
charge of quarters at night. Promotion 
and professional recognition will often 
depend upon the ability to adjust to 


these purely military aspects of army 
life. If the psychologist mixes well and 
shows social poise and responsibility in 
the performance of these military duties 
his technical skill and knowledge in his 
field will be more respected by his su- 
perior officers. 

Another difference between the prac- 
tice of civilian and military psychology 
relates to the speed of work. The high 
pressure of army work requires the psy- 
chologist to deal with a large number of 
cases in a short time. This in turn 
makes it necessary to arrive at deci- 
sions very quickly. In making these de- 
cisions, the psychologist is forced main- 
ly to depend upon clinical judgment and 
to a limited extent upon test results. 
This judgment will carry weight in the 
army and will be trusted by medical of- 
ficers if it is sound and based upon long 
clinical experience. 

The patients examined by the psychol- 
ogist also differ from the usual patients 
in guidance clinics and institutions. 
Some of these men would impress the 
casual observer as normal and the ab- 
normalities of behavior would have at- 
tracted little attention in a civilian en- 
vironment. However, soldiers are usual- 
ly very quick in spotting men whose 
habits deviate slightly from the norm. 
The detrimental influence that such men 
may have upon group morale makes it 
necessary to isolate them. It seems that 
a military environment cannot afford to 
be as tolerant of “slightly” odd and 
queer people. 
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Though the symptoms of psychiatric 
cases in the army vary considerably, 
they are all markedly colored by the 
military environment that precipitated 
them. This environment stresses cer- 
tain activities and restrains others. 
Symptoms seem closely related to these 
stresses and restraints. Thus the em- 
phasis on physical vigor and courage 
may precipitate inferiority feelings in 
physically weak and handicapped men. 
The emphasis on mechanical ability at 
the expense of abstract intelligence may 
frustrate men who have little mechani- 
cal aptitude. On the other hand, the re 
straint of individual freedom in the 
army may create feelings of tension and 
anxiety in men who have been accus- 
tomed to a great deal of freedom and 
initiative. 

Besides these general determinants of 
psychiatric symptoms there are other 
more specific and immediate factors that 
may precipitate behavior disorders and 
maladjustments. These factors have 
been frequently overlooked in studies of 
military psychiatry and psychology. The 
location of a military camp may exert 
an influence on the rate of psychiatric 
casualties. Camps near a large metropoli- 
tan area provide better recreational out- 
lets. The particular phase of military 
training through which a soldier passes 
has immediate bearing on his physical 
and mental wellbeing. Thus an intense 
training program that presents new and 
challenging military problems to the 
soldier may distract his attention from 
his personality difficulties. On the other 
hand, a training program that is repe- 
titous and monotonous may focus his 
attention excessively upon himself and 
his inadequacies. It is essential to re- 
alize in this connection that the impor- 
tance attached to such factors will vary 
for each camp. However, a considera- 
tion of these highly specific factors may 


help to explain psychiatric symptoms. 

The factors cited here may have con- 
vinced the reader that military symp- 
tomatology differs fron. civilian syn- 
dromes. It must be stressed that there is 
also a considerable difference in the ob- 
jectives of clinical work in the army and 
in civilian life. The main objective of 
the civilian psychologist is to aid the in- 
dividual in reaching more successful 
and adequate modes of life adjustment. 
The ultimate goal of the clinical psy- 
chologist in the armed forces is to aid 
the adjustment of the individual to his 
military environment. Therefore, indi- 
vidual traits and aptitudes are inter- 
preted in the light of their military sig- 
nificance. 

With these essential differences in 
mind the following discussion will pre- 
sent clinical observations and impres- 
sions from work with soldiers seen in 
an outpatient clinic and in the psychia- 
tric wards of the Station Hospital at 
Camp Maxey, Texas. The emphasis giv- 
en in this discussion to the testing phase 
of the work should not convey the im- 
pression that the administration and in- 
terpretation of psychological tests are 
the only important functions of a clini- 
cal psychologist in the army. More than 
50 per cent of the work is devoted to 
the interviewing of patients, the writ- 
ing of case histories and the prepara- 
tion of detailed psychological reports. 

This discussion will be divided into 
three parts. First, some general obser- 
vations about the selection of psycho- 
logical test material for military pur- 
poses will be presented. Second, the 
military applications of the Wechsler- 
Bellevue and the Rorschach test will be 
discussed. Third, a brief summary and 
a few suggestions about future research 
in these fields will be offered. 

In the Neuropsychiatric Clinic only 
two psychological measures, the Wech- 





THE STATION HOSPITAL PSYCHOLOGIST 


sler-Bellevue Intelligence Sacle and the 
Rorschach test were used. Several other 
tests were tried out but were found 
wanting. Most of them were either too 
long and too time-consuming or the 
range of applicability was too narrow. 
Many of the personality tests measured 
only specific traits but gave no indica- 
tion of personality functioning. There 
seemed to be a definite need for brief 
projective measures of the total person- 
ality to substantiate clinical impres- 
sions. The cumbersome and lengthy 
scoring system of the Rorschach unfor- 
tunately confines its use to only a few 
selected cases. However, inspection tech- 
niques have aided in saving time with 
the Rorschach. Few new techniques of 
personality measurement have been de- 
vised since the Rorschach technique and 
1.Q. concept originated. Perhaps an 
overemphasis on refinement techniques 
of already existing measures is respon- 
sible for the failure to explore new areas 
of research in this field. However, there 
are many indications that after the war 
this situation will be different. For at 
the present time army psychologists, 
particularly those assigned to research 
units of the Air Force, are experiment- 
ing with new approaches to the study 
of personality measurement. This re- 
search will be available to the general 
public after military restrictions on its 
publication have been removed. 

Though the psychologist in the army 
is usually in a position to “order” the 
taking of a test, he will be wise not to 
use his military authority in this way 
if he is interested in valid test results. 
The establishment of “test rapport” is 
not always an easy task in the army. 
This applies particularly to the testing 
of prisoners of war and military delin- 
quents. Past experiences of such men 
with court and police officials have made 
them usually suspicious of any form of 
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interviewing or testing. Also nondelin- 
quent soldiers may be suspicious of 
testing because they are afraid the re- 
sults may be used against them. There- 
fore soldiers’ responses may be pur- 
posely or unwittingly distorted. 

However, among the cases I have test- 
ed malingering was not a common phe- 
nomenon. In a few instances soldiers 
tried to make low scores on intelligence 
tests because they thought that a dis- 
charge is granted by the army for men- 
tal deficiency. Malingering may be de- 
tected by administering the Rorschach 
test and comparing Rorschach responses 
with intelligence test scores. The super- 
ior quality of the Rorschach responses 
frequently indicates the true mental lev- 
el of the soldier. It seems that it is very 
difficult to “fake’’ Rorschach responses 
since there is no way of knowing the 
meaning of answers. 

Patients referred to the Neuronsychi- 
atric Clinic for psychological testing 
may be divided into three groups: (1) 
mental defectives, (2) clinical border- 
line cases, (3) military delinquents. The 
common manifestations of mental de- 
ficiency in the army are inability to 
carry out orders promptly and accurate- 
ly, lack of general mechanical aptitude, 
inability to drill, frequent forgetting 
and lack of attention and concentration. 
Soldiers who showed consistent disabil- 
ities of this kind were often referred 
by the company commander or medical 
officer to our clinic. In examining such 
cases it was important to investigate in 
detail the specific circumstances under 
which defects had become apparent. 
Such inquiries sometimes led to the dis- 
covery of neurotic traits. A soldier may 
name the various parts of a gun but 
may be unable to recall them when a su- 
perior officer questions him. This may 
be more neurotic than feeble-minded. 

For the evaluations of intelligence it 




















is essential to keep in mind military 
mental requirements and to minimize 
academic criteria. The final test score 
or 1.Q. rating is usually less significant 
than the distribution of scores and the 
type of test items failed. A limited vo- 
cabulary and inability to think in ab- 
stract and symbolic terms may weigh 
heavily in a college student’s intelligence 
test pattern, but deficiencies in these 
areas of intelligence are not so signifi- 
cant in the evaluation of a soldier’s test 
scores if they are compensated by test 
signs of mechanical aptitude. 

The Rorschach test was applied main- 
ly to clinical borderline cases. Clinically 
such cases often show a mixture of neu- 
rotic and psychotic symptoms. In evalu- 
ating and interpreting Rorschach re- 
sponses it was often possible to gain in- 
sight into important aspects of the pa- 
tient’s thinking and concept formation. 
The psychometric evidence obtained by 
the Rorschach test facilitated differen- 
tial diagnosis in such doubtful cases. 

A number of cases were also referred 
for Rorschach testing from non-psychi- 
atric wards of the hospital. These were 
usually patients who suffered from com- 
plaints for which organic bases could 
not be found. It seems odd at first that 
a patient who suffers from a backache 
should be given a psychometric test to 
determine the cause of his trouble. Oc- 
casionally the test results revealed neu- 
rotic behavior tendencies that account 
for the complaints. 

For military delinquents the Ror- 
schach test was administered mainly to 
obtain an indication of the offender’s 
dominant personality traits. A psycho- 
metric evaluation of personality traits 
was essential in judging the seriousness 
of certain actions that violated military 
laws or regulations. Some of these sol- 
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diers showed marked paranoid trends 
in their Rorschach test pattern. The 
existence of such paranoid tendencies 
helped to explain some of the strange 
actions of these men. In other instances 
the Rorschach results disclosed the rig- 
idity of certain social attitudes and the 
extent to which such attitudes had be- 
come an integral part of the personality. 
The few examples cited here may 
show the many ways in which clinical 
psychology can assist military clinical 
psychiatry. The experiences gained by 
clinical psychologists in dealing w:th 
military adjustment problems will pre- 
pare them well to serve in rehabiliia- 
tion programs of a postwar world. 


SUMMARY AND CONCLUSION 


Clinical observations and impressions 
were presented from work with soldiers 
seen in an outpatient clinic and in the 
psychiatric wards of the Station Hospi- 
tal at Camp Maxey, Texas, The most 
important differences between the clini- 
cal psychological work in the army and 
clinical work in civilian life related to 
the evaluation and recognition of the 
services of the psychologist, the speed 
of work and type of patient examined. 
It was found that some of the symp- 
toms of psychiatric cases were marked- 
ly colored by the military environment. 
The selection of psychological test ma- 
terial for military purposes and the 
military applications of the Wechsler- 
Bellevue Intelligence Scale and the Ror- 
schach test were discussed. There is a 
need for psychological studies of the ef- 
fect of combatant conditions on various 
personality types, as well as for studies 
of psychiatric cases who adjust to the 
army by developing adequate compen- 
satory mechanisms for their personality 
deficiencies. 


MORE TEACHER TRAINING WANTED? 


By DOROTHY W 


EACHERS who teach in the child 
care centers want more training. 
Administrators who are responsible for 
the programs want them to have it. Su- 
pervisors — looking down from the 
heights of their visioning onto what is 
actually happening—know that such 
training is imperative. 

Extending the day from few to many 
hours also entails extending teacher un- 
derstandings and insights and knowl- 
edge. The teacher who has taught in 
regular schools needs to learn and un- 
learn much if she is to be successful in 
guiding children through a long, long 
day; and possibly also through a long, 
long night. The teacher who has taught 
little or not at all needs to cope with 
her own deep feelings of uncertainty. 
New teachers and old teachers alike 
need to learn together to handle vistas 
hitherto unmapped. 

Every program is a unique adventure 
into new lands. Every program calls 
for thinking together and learning to- 
gether by both long-experienced and 
less experienced staff members. Where 
the turnover in staff makes personnel 
mount, as in one town, to two hundred 
new teachers in an eight-months period, 
the problem of training grows doubly 
difficult. It grows also doubly necessary. 
Where teacher shortages demand the 
utilization of many unseasoned people, 
the matter of training becomes not only 

1 [This is the fifth in a series of papers on 
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essential but urgent. 

Occasionally a dissenting voice will 
proclaim, “Since many of our teachers 
are graduates of normal schools, we are 
indeed fortunate not to have to set up 
a training program.” On the whole, 
however, there is vociferous accord. 
Training, at all odds, must be had. 

“You realize how avid the teachers 
themselves are for it,” says one super- 
visor. “Everytime I step into a center, 
I know afresh how much they want 
training. They literally fall on me clam- 
oring for help. It’s like this. ...” And 
she brings out a bit of paper from the 
depths of a drawer. It reads: 


NOTES FROM A SUPERVISOR’S DIARY 


Head teacher: I must go over Bill Hush’s 
and Bill Shush’s case materia] with you. One 
bites his finger-nails, the other his toe-nails. 
And none of us knows what to do. 

Harrassed teacher: I must ask you about 
loving them. Now when I was in training, we 
just didn’t do it. Has the pendulum swung 
forward or back? 


Irate mother: Miss Jones, they suggested 
that I should tell it to you. But, I do think 
it’s positively immodest having the girls and 
boys going to the bathroom together. 

Indignant mother: Miss Jones, I thought 
you’d want to know. I brought Mike’s trike 
to school for him to ride, and now Ike’s got it 
all smashed. ... ” 

Volunteer mother: Miss Jones, someone’s on 
the phone wanting to ask you when the meet- 
ing that was last night is going to be. 

Student aide: Tell me, do you let them put 
the raw olives in their mouths? When I say 

stop, they don’t stop. So wast ‘Guat 

yy dh oe 



































- ne te a pe ae se aha Laon ome te aa 
























824 


Housekeeper: I’ve got a complaint to regis- 
ter, much as I hate.to be a complainer and com- 
plain. I don’t think complaints are right, but 
I just can’t help complaining this time. Only, 
I hope you won’t think I’m too much of a com- 
plainer. But, you see, the kind of disinfectant 
that the office is sending over just won’t dis- 
To the supervisor, this may seem like 
mass attack by a group of inmates 
turned loose. Actually, though, it is 
part and parcel of the most effective 
and vivid kind of training. 
THE TERM “FUNCTIONAL” RE-APPLIED 


Training that fits into the nooks and 
crannies of the day has reality. Only, 
it must be combined with time for di- 
gesting and with time for talking 
through. This can be done in many 
ways. Always, however, the teacher and 
the teacher’s specific needs must remain 
pivotal. 

“What are you doing in the way of 
teacher-training?” is a question that 
elicits many fine answers. 

Preservice training.—First, consid- 
eration is given to the needs of teachers 
freshly entering service. Instead of be- 
ing “hurled,” as it were, directly into 
a situation to sink or swim, the sense 
of newness and insecurity are taken 
into account (at least at the nursery 
school level). Freshly inducted teachers 
are given time to see what is going on 
before stepping in to help make it go on. 
In some programs preliminary observa- 
tion takes place in a demonstration 
center. In some programs, new people 
observe throughout all the centers. In 
still other programs, a teacher observes 
in the center in which she is going to 
work. All three types of observation 
may be successful. One important point 
in this connection is that the new teach- 
er be made to feel comfortable and at 
home while she is observing. 


“T sat there,” says one girl, shaking her 
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head, “and I sat there. Not a soul noticed me. 
I knew, of course, that they were all tremen- 
dously busy. But, sitting there alone, and re- 
membering all those rules, not talking or ask- 
ing or having any sort of contact—made me 
feel like a rank outsider. It made me know 
how terribly new and inept I was.” 


In contrast comes another comment. 


“The teachers were all so friendly the first 
day of my week’s observation. I expected to 
be scared to death. But, instead, I felt that I 
belonged-—right away fast. Everyone was busy, 
of course, but every once in a while, a teacher 
in just a second or two would point out some- 
thing to me. One of them, for instance, had 
been holding a child in her lap. After he got 
up, she came over and gave me an inside view. 
‘He’s new,’ she said, ‘and lonely.’ It took just 
a minute for her to tell me. But it made me 
feel less shaky about meeting children who 
were new. It gave me an idea about what to 
do. Otherwise I’d simply have seen child-held- 
on-lap. I wouldn’t have known how child-on- 
lap applied to me and to what I should be do 
ing.” 

Some places combine informal types 
of participation with the observation. 
“Come on,” to the observer, “Do lend 
me a hand in setting up the paint- 
easels.” Or a casual, “Like to help in 
the washroom?” 

This gives the new teacher swift en- 
try into the feel of things. At the same 
time it brings the much wanted sense 
of belonging. Although there is no ab- 
solute necessity to cover all the various 
procedures and routines systematically, 
this is nonetheless bravely attempted in 


‘at least one place. Here, three days are 


spent in “sampling all.” The incoming 
teacher spends half an hour in the wash- 
room, half an hour in the dining room, 
half an hour in the rest room, and so 
on, until she has had a bird's eye view 
of what she will be labeling “my day.” 

Frequently, observation and partici- 
pation occur as part of an intensive pre- 

2San Bernardino, California. Information 


from Kate Felver, Supervisor Extended Care. 
January 21, 1944. 
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service training course of several weeks’ 
duration. Unfortunately, however, such 
a course does not always tie in directly 
with the seeing and doing aspects of 
teacher needs. Unfortunately, the term 
“theory course” still can apply. 

Adequate initiation into the highways 
and byways of the program happens far 
less frequently at the school-age levels. 
And yet it is equally necessary. 


“Goodness knows what I would have done if 
I hadn’t had several days of working in an- 
other center before starting this one,” com- 
mented a far from inexperienced teacher. 
“After my years with desk-sitters, I wasn’t 
prepared for this howling mob! Teaching in 
a classroom for a few peaceful hours is cer- 
tainly a far cry from guiding children through 
the rowdier and tireder parts of the day....” 


Although it should not have been, 
many teachers in their training years 


had emphasis laid almost entirely on the 
subject skills. They spent their time 


studying about reading and writing and 


how to teach geography, or more re- 
cently, social studies. No one will deny 
the usefulness of such “preparation,” 
nor the worth of knowing how to lead 
children into richly exploring the world 
of nature and man. But why man him- 
self is so frequently left out of the pic- 
ture is a mystery still. And a miser- 
able commentary. For, is not the per- 
son who is taught always infinitely more 
precious and important than what is 
taught? The lack of knowing about 
children rises in strongly high-lighted 
relief as teachers are called on to live 
with children—not only to teach them. 
Too often they are at loss when con- 
fronted by out-from-behind-the-desk 
children with their vivid responses, 
their unreasoning hopes, their poignant 
disappointments; with their tightnesses 
contrasted by their sudden burstings 
from bounds. Every teacher who has 
safeguarded within herself the small 
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light of sensitivity, comes face to face 
with the ultimate reality of how much 
she needs to understand. 

In-service training.—In-service train- 
ing continues on with and expands what 
has been started in preservice days. 

Observation is occasionally continued. 
In one place, for instance, teachers are 
given time to observe fine practices in 
the best nursery schools within reach.* 
In another place, teachers are asked to 
fill in one page of recorded observation 
a week and to return this to the pro- 
gram director. A careful going-over of 
answers enables the director to give in- 
dividually geared suggestions to the 
various staff members.* Another pro- 
gram, instead of having teachers ob- 
serve, arranges for them to “trade 
schools” every few months. “They see 
more,” the supervisor believes, “when 
they are working in a school than when 
they are watching.”® In order not to 
upset the children, only one worker 
trades with another at a time, the rest 
of the staff remaining constant. In the 
opinion of the supervisor, this is a very 
effective method of getting procedures 
from the stronger units incorporated 
into the weaker ones. 

Bulletins which go from the supervis- 
or to staff members are also used as a 
training tool. For example, a bulletin 
to teachers in the school-age centers of 
one program starts out this way: 


Where the enrollment at a center is below 
thirty, it is necessary for one teacher to han- 
dle all children for a part of the day. Here are 
a few suggestions for meeting this problem. 


® “As those at Hull House, at the University 
of Chi at t National College of Education 
and the School.” In a letter 
from Selmer H. — superintendent of 
Schools, Rockford, Illinois. January 20, 1944. 
* Duluth, Minnesota. In a letter from Mrs. 
Ione Lindsay Johnson. January 20, 1944. 
1. ie - Delaware. a letter ae 
ay igan, supervisor, 
Nursery Schools and Day Care ters. Jan- 
uary 31, 1944. 
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«... You may wish to use ‘chiefs’ or ‘heads,’ 
‘experts’ or ‘leaders’ such as chief gardener 
head scientist or baseball expert or game 
leader. The children so designated are those 
who know most about that particular field or 
sport and can act as junior teachers. .... 

Where division of groups is necessary, try 
choose an activity for one group that will 
carry pretty well under its own steam while 
working on a project with the other group... . 


There follows a suggestive schedule in- 

dicating activities during the day. 
1:30-3:30 Older children might work on craft 

at one end of the room ..... i 


s 


Next day might have science with six—to 
eight-year-olds, while older children make mod- 
el airplanes or carve soap. 

This work done where cool. Out of doors if 
possible. 

But, ends the bulletin, 3 

give your own imagination a little 
room to work. Let the interests and needs of 
your children determine your activities rather 
than what is written here. ... * 

Workshop meetings constitue still an- 
other part of the inservice training in 
some programs. A series of hobby-craft 
meetings, for instance, were held in one 
place. Various arts and crafts were in- 
troduced and opportunities for actual 
use of materials was provided.’ 

Staff meetings are cited repeatedly as 
the most effective means of training. 
These may be held weekly, or even semi- 
monthly.* The staff of a single school 
may meet together one week. The staff 
of all the centers may meet together the 
next. In the school-age centers, the 
principals of the schools in which the 


* Rochester, New York. Among materials 
from Carl H. Kumpf, Director of Child Care 
Centers. January 19, 1944 

T Kansas City Missouri. In a letter from J. 
Glenn Travis, Director of Children’s War Serv- 
ice Program. January 3, 1944. 

8 Tucson, Arizona. In a letter from I e 
J. Myrland, Director of Nursery Schools. Jan- 
uary 13, 1944. 
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centers are located may be included. In 
the nursery schools, housekeepers and 
cooks may also take part. For, as all 
concerned work together, the program 
builds itself in the best sort of way. 

Principals or head teachers, if well 
qualified, may help in the training and 
in the supervision, which is always a 
part of training.’ The general elemen- 
tary supervisors and special supervisors 
maj also contribute. One program re- 
ports in addition that “experienced and 
well-trained nursery-school people di- 
recting or working in the better nursery 
schools in the city, are finding ways and 
means of freeing themselves from their 
own jobs for perhaps one half day a 
week in order to offer their services to 
child care centers. ...”° 

Training is as varied as spring 
flowers along the hill-slopes from coast 
to coast.” 

Often teachers colleges and nearby 
universities help with the training 
courses. This can become an especially 
fine asset when the “visiting” instructor 
steps out of the category of visitor. No 
person, no matter how well versed in 
the field, can really help teachers in a 
vital and important way, if he or she 
is unfamiliar with the concrete prob- 
lems that run through the centers day 
after day. 

Training must fit into all the nooks 
and crannies. It must take into account 
the specific situation, the specific chil- 
dren, the specific parents, the specific 
teachers. It must evolve out of the cur- 
rent problems of this particular place 
at this particular time. 


® Springfield, Massachusetts. In a letter from 
Mary O. Pottenger, Supervisor of Elementary 
Education. February 12, 1944. 

10 New York City. In a letter from Corne- 
lia Goldsmith, Director Day Care Unit, Bu- 
reau of Child Hygiene, Department of Health, 
March 16, 1944. 


11 For some further details, see accounts giv- 
en in (5) and (7). 
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The New Jersey Association of Psy- 
chologists will hold its fall meeting in 
New York on November 9, 10 and 11. 
Membership in this association now 
numbers 92. 


Dr. E. G. Williamson, University of 
Minnesota, was leader of an institute on 
student personnel work held in connec- 
tion with the 1944 Summer Session of 
the University of California at Los An- 
geles during the week of July 24. The 
aim of the institute was to acquaint 
educators of the western states with 
new developments in personnel services. 
Educators who have been developing 
new procedures for the army and navy, 
personnel men frdm industry, ex-service 
men, psychologists and psychiatrists 
contributed experience for discussion 
by college personnel officers and others. 


_ A community program of adult edu- 
cation devoted to “Cultural Differences 
Within the American Community” has 
been inaugurated by the Wellsley School 
of Community Affairs as a six-weeks’ 
program under the direction of Dr. 
Margaret Mead. The first unit was de- 
signed for teachers and other leaders of 
youth ; the second unit for personnel of- 
ficers, trades-union educational secre- 
taries and vocational guidance counsel- 
ors dealt with the problem of group re- 
lationships in industry; and the third 
fortnight was planned for community 
and social workers and other leaders, 
including voluntary board members of 
civic associations. 


Under the auspices of Western Re- 
serve University a seminar on Under- 
standing and Helping the Aged was 
held in Cleveland, Ohio, April 21-22, 
1944. The aim of the program was to 
focus interest on problems of the aged 
and to examine the various programs 
and services which a community should 
provide for this group. Enrollment in 
the seminar was open to professional 
workers with an interest in this prob- 
lem, and it was limited to sixty mem- 
bers. 

FILMS 

The Psychological Cinema Register, 
formerly operated by Dr. Albert Ford 
of Lehigh University, has been pur- 
chased by the Pennsylvania State Col- 
lege. The sale of films listed in the Sep- 
tember 1941 edition of the Register, 
which was suspended in December 1941 
because of the war, will be resumed im- 
mediately. Dr. Edward B. Van Ormer 
will edit the Register, with the assist- 
ance of members of the department of 
education and psychology. Mr. I. C. 
Boerlin will have charge of the business 
management of the Register and com- 
munications regarding the purchase or 
rental of films or submitting new films 
should be addressed to him. Corre- 
spondence to either Dr. Van Ormer or 
Mr. Boerlin should be addressed in care 
of the Psychological Cinema Register, 
Audio-Visual Aids Library, The Penn- 
sylvania State College, State College, 
Pennsylvania. 


Mark A. May is chairman of a Com- 
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mission on Motion Pictures in Educa- 
tion appointed by the American Coun- 
cil on Education and supported by a 
grant from eight motion picture produc- 
tion companies made through the Mo- 
tion Picture Producers and Distributors 
of America. The Commission will study 
over a five-year period the need for edu- 
caticnal motion picture material. Sug- 
gestions for productions will be wel- 
comed, and the Commission is particu- 
larly interested in receiving curriculum 
materials that can be used as the basis 
for films. Address inquiries to Mark A. 
May, 28 Hillhouse Avenue, New Haven, 
Conn. 


NEW PUBLICATIONS 


Publication in January, 1945, of a 
new Journal entitled, Journal of Clini- 
cal Psychology, is announced by Fred- 
erick C. Thorne, M.D., Ph.D., director 
of the Brandon State School, Brandon, 
Vermont. It is expected that this jour- 
nal will be published quarterly, each 
volume comprising 400-500 pages. The 
annual subscription will be $4.00. This 
is announced as “an independent, sci- 
entifically oriented, professional jour- 
nal,” to be published privately, to meet 
the “need for a new viewpoint to revi- 
talize the field of clinical psychology.” 


The Illinois Association for Applied 
Psychology is now listed in the classi- 
fied telephone directory of Chicago un- 
der the heading,“Psychologists.”"The ad- 
dress and the business telephone num- 
ber of the secretary of the Association 
are given. 


RESEARCH IN PROGRESS 
One of the first attempts to use the 
Group Rorschach as a screening device 
for the guidance of high-school students 
has been in progress in the Manhattan 
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High School of the Women’s Garment 
Trades in New York City. The study is 
under the direction of Theodora Abel, 
who is on a year’s leave of absence from 
her duties in Letchworth Village. The 
Henmon-Nelson test has been adminis- 
tered to the entire high school, and this 
is to be followed by giving the Group 
Rorschach to all new pupils who entered 
the school February 1. The 25 per cent 
of these pupils who show the most “un- 
favorable” responses in terms of balance 
and adjustment according to Rorschach 
standards will be given an additional 
followup inquiry on their responses to 
the test. A comparison will be made be- 
tween the adjustments of these pupils 
and those who did not show “unfavor- 
able adjustment signs” in the Rorschach 
test. 


STANDARDS FOR QUALIFIED EXAMINERS 


The Legal and Legislative Committee 
of the Indiana Association for Applied 
Psychology has decided to recommend 
that the preliminary list of persons in 
the state who are “qualified psychologi- 
eal examiners” be made up only of psy- 
chologists who apply to the superinten- 
dent of public instruction for inclusion 
on such a list. For this purpose the com- 
mittee is preparing an application form 
which will be sent by the Assistant Su- 
perintendent and Director of Education 
of Exceptional Children of the State of 
Illinois, Ray Graham, to all persons 
within the state who may be interested 
in applying. The committee will also 
supply Mr. Graham with its directory 
list of all persons in the state who have 
been listed as psychologists. The term, 
“qualified psychological examiner,” was 
defined in the law governing the educa- 
tion of the educable mentally handi- 
capped, which was passed by the Iili- 
nois legislature in June, 1943. 





BOOK REVIEWS 


CHILD LIFE IN SCHOOL. A STUDY OF A 
SEVEN-YEAR-OLD GROUP. By Barbara 
Biber, Lois B. Murphy, Louise P. Woodcock, 
and Irma S. Black, with a chapter on the 
Rorschach test by Anna Hartoch and Ernst 
Schachtel. New York: E. P. Datton & Co., 
1943. Pp. xii + 658. 


Child Life in School is a broadly conceived 
study of the earlier school age. Its merits are 
by no means exhausted by the fact that it en- 
deavors to cover a period of development which 
has thus far been comparatively neglected in 
studies of child psychology. The present vol- 
ume not only firmly establishes our interest in 
this period, but it does so by the use of a va- 
riety of techniques including observational, ex- 
perimental and projective methods. A unique 
feature of the book is that it is a study of the 
group, including a wealth of social psychologi- 
cal implications, combined with a successful 
penetration into the personality of single in- 
dividuals. 

The volume consists of three parts. The first 
part deals with results of observations in free 
situations catching the full spontaneity of be- 
havior. Such subjects as reading, writing, ar- 
tistic expression, language-behavior, thinking 
processes, as well as social relationships are 
described on the basis of records made by 
trained observers. 

The second part summarizes results of a 
number of experiments including performance 
test, problem-solving situations, projective play 
situations, and the Rorschach test. 

Whereas the first two parts concentrate 
mainly on the developmental status of the en- 
tire group of five boys and five girls studied 
with respect to the various functions mentioned 
above, the third part presents individual por- 
traits of all the subjects with respect to physi- 
cal style, attitudes in the schoolroom, response 
to the performance tests, to the problem-solv- 
ing situations, and to projective play materials. 

In the authors’ own words, the conclusions 
to be drawn from this material are the fel- 
lowing: seven-year-olds are active, vigorous, 
intense, expressive in physical behavior; it is 
difficult for them to voluntarily control motor 


impulses; their thinking is closely tied to ac- 
tion patterns. They are most interested in 
situations, problems, questions that have dy- 
nemic structure or dramatic content. Their 
thinking is gradually evolving from particular 
to general, from concrete to abstract, from ab- 
solute to relative as experience broadens from 
personal to impersonal, from direct to vicari- 
ous, from here-and-now to distant-and-long- 
ago. They structuralize situations, temporally 
and functionally, their modes of expression are 
becoming more formalized and less individual, 
they are objective and realistic, they are ac- 
tively constructing a child group apart from 
adults. The boys and girls are forming sepa- 
rate groups, they are trying to establish a re- 
lation of equilibrium to the adult world, they 
can sustain a group atmosphere of free and 
creative expression, they have conflicts within 
themselves which affect all levels of their be- 
havior, and they objectify much of their affec- 
tive experience. 

The selection of the material and its inter- 
pretation strikes the reviewer as a very for- 
tunate one. Most of the important techniques 
in clinical and experimental psychology are 
represented. Their administration ts compe- 
tent. There is enough interpretation of the ob- 
jective records to make the material meaning- 
ful and integrated, yet the authors never seem 
to lose the solid ground under their feet. 

The consistency of the picture resulting 
from these efforts may seem to be disturbed 
only in one instance—the Rorschach test. This 
test has been interpreted in a very impressive 
way by the two Rorschach experts mentioned 
in the title, in addition to the four authors. 
The results of the Rorschach seem to reveal 
more conflicts and anxiety in the children than 
the rest of the material. This discrepancy 
seems, however, not irreconcilable to the re- 
viewer. Projective techniques are generally 
more apt to get at conflicts than behavioral 
observations. But we should not attribute in- 
discriminately a great deal of importance to 
the conflicts, since many of them are likely 
never to reach the level of behavioral reality. 
It is one of the urgent tasks of the evaluation 
of projective material to develop more precise 
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discriminating criteria for the prediction as 
to the extent to which the conflicts seen in the 
projective materials are likely to break into 
the open or to interfere with behavioral ad- 
justment. 

The present volume deals primarily with the 
overt aspects of personality. To a considerable 
extent, though not without an unresolved re- 
mainder, subtle and minute descriptions as 
found throughout the book, however, may be 
taken as a substitute for more explicit refer- 
ence to underlying motivation. A second limi- 
tation of a different type might be given by 
the fact that the school situation of the chil- 
dren is not a representative one, since the 
study has been undertaken in a progressive 
school. 

Nonetheless, this study is of the greatest in- 
terest and value to the child psychologist and 
the educator and to every one interested in 
the study of personality. 


ELSE FRENKEL-BRUNSWIK 
Institute of Child Welfare 
University of California 


PRINCIPLES OF BEHAVIOR. By Clark L. 
Hull. New York: D. Appleton-Century Co., 
1943. Pp. 422. 


This book was written by the author with the 
basic assumptions that organisms are essen- 
tially self-maintaining mechanisms whose ac- 
tivities are directed toward survival; that all 
behavior shown by organisms can be accounted 
for by a set of primary laws and that indi- 
vidual differences in behavior are a function 
of the different conditions under which habits 
are set up. Therefore, he regards this work 
as a general introduction to the theory of all 
nature of general scientific theory and in the 
second chapter the specific case of behavior 

In the first chapter, the author discusses the 
nature of general scientific theory and in the 
second chapter the specific case of behavior 
theory. These chapters serve as a springboard 
and set the pace for the deductive derivation 
of the author’s theoretical behavior system. 
The theoretical system, which consists of six- 
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teen postulates, is developed and discussed in 
the succeeding chapters. A summary and 
terminal notes are given at the close of each 
chapter. The last chapter of the book is a 
general summary of conclusions. A glossary of 
the various symbols used in the text, an au- 
thor index and a subject index are provided. 

The system is primariiy a theory of learn- 
ing. Postulates 1 and 2 assume certain con- 
ditions of activity by the nervous system when 
a stimulus acts upon its receptor systems. 
Postulate 3 states essentially that learning by 
an organism occurs under combined stimula- 
tion and drive. Postulates 4 to 16 deal with 
specific conditions and phenomena of learning. 
Various corrollaries are derived from the pos- 
tulates, most of which are checked against se- 
lected experiments. The terminology of the 
system has been clearly defined and new con- 
cepts have been developed. 

Organismic activity is discussed in terms of 
the familiar stimulus-response framework of 
the behaviorist. The author acknowledges the 
contributions of Watson cad Pavlov to behav- 
ior theory in the wat, the unit of reaction- 
evocation potentiality, and the pav, the unit 
of inhibitory-reaction potential. The system 
differs markedly from that of other behavior- 
istic systems in that motivation plays a promi- 
nent role. This is shown by the fact that some 
factor of motivation, i.e. drive, need or rein- 
forcement, is prominent in the statements of 
postulates, 3, 4, 5, 6, 7, 8 and 14. 

This book will be of interest to all who are 
concerned with the theory of behavior. The 
theoretical system presented therein is the 
most concise statement of a general psycho- 
logical system which has yet been presented. 
However, this precision of statement and the 
necessary references to exact experimental 
procedures which are primarily those in use in 
conditioning studies upon animals, make the 
system a difficult one to generalize to the so- 
cial behavior of human beings. For these rea- 
sons, the book will be of greater use and value 
to the academician than to those who must 
apply either experimentally or theoretically de- 
rived principles of behavior. 

W. J. BrRoGpEN 
University of Wisconsin 
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